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BY 


CHARLES ERNEST LAKIN, M.D., F.R.C.P., F.R.C.S. 
Consulting Physician to the Middlesex Hospital, London 


In bringing our Founders and Benefactors to your notice— 
and it is the early benefactors I am concerned with in 
particular—I do so with no little trepidation. Historical 
documents so rarely enshrine those traits of character, 
demeanour, and bearing which are so essential if a 
lively picture is to be presented and if the recital is to 
be more than a mere catalogue of benefactions and 
achievement. 

This is a difficulty I can scarcely surmount. Not that 
there is any lack of material; indeed, Professor A. F. 
Pollard, perhaps the greatest student of the period, has 
written : “ The materials for sixteenth-century history are so 
vast that no one can hope to master them all in the allotted 
span of human life.” 

However much Fellows will wish to emphasize the fact 
that our College is a Royal foundation, all will agree that 
its inception was due to Thomas Linacre, one of the King’s 
physicians. Many are the references to him and his friends 
in the State Papers of Henry VIII, published by the 
authority of His Majesty’s Commission in 1830-52 ; but, so 
far as I have been able to ascertain, only one Life of 
Thomas Linacre has been written. The author of the bio- 
graphy was Dr. John Noble Johnson, a Fellow of this 
College, Goulstonian Lecturer, Censor and Physician to 
the Westminster Hospital. 


Linacre’s Student Days 


Thomas Linacre, so far as can be ascertained, was born 
in Canterbury in the year 1460. He attended the school of 
the Monastery of Christchurch, Canterbury, then presided 
over by his kinsman, William Tilly of Selling. It is curious 
that Canterbury should have provided the early education 
of both our Founder, Thomas Linacre, and of our most 
illustrious Fellow, William Harvey ; for in 1588, the year 
of the Armada, Harvey was entered at the King’s School, 
the direct scion of the Christchurch Monastery School. 
There are good grounds for believing that this was the first 
school to be founded in England. When Augustine and 
his followers established Christian churches in England, 
they did not, as modern missionaries do, carry on the 
services of the Church in the vernacular tongue of the 
country, but employed the language that had been used 
in Rome for the last five hundred years. To make them- 
selves understood the Latin missionaries had to come with 
the Latin service book in one hand and a Latin grammar 
in the other. Those whom they wished to convert could not 
profitably go to church till they had first gone to school to 
learn the language. So the grammar school became the 


necessary anteroom or vestibule to the church. 


Prior Selling was one of the more famous of the priors 
of Canterbury and was principally responsible for the com- 
pletion of the great centra! tower of the cathedral. It was 
from him that Linacre learnt his first Greek, and it would 


*The Harveian Oration (abridged), ee! Dany the Royal 
College of Physicians of London, on Oct. 18, 





have been difficult to find a more appropriate tutor. Much 
is known and more is conjectured about schoolboy life in 
Tudor times. Whatever the boys learned or did not learn 
at school, it is quite clear that they acquired a fair know- 
ledge of Latin. Grammar was regarded as the doorway 
to all knowledge, and the liberal arts could be approached 
only through the study of parts of speech—gui nescit 
partes in vanum tendit ad artes. The grammars of Donatus 
and Priscian usually provided the pathway to knowledge, 
and they have been described as the schoolmasters of 
Europe for a thousand years. But Priscian was being 
superseded by Alexander of Villedieu, the composer of 
a hexameter poem in 2,645 lines dealing with accidence, 
syntax, and prosody, the learning of which by heart must 
have been an intolerable nightmare to schoolboys. So 
widespread was the use of Donatus that the abbreviation 
donet passed into common use to signify an introductory 
handbook on any subject, much as we employ the word 
“primer.” Hard as a ten-hour day was to the schoolboy, 
there were so many saints’ days to be observed that hardly 
a week could have passed without one whole or half holi- 
day. Then, too, in pre-Reformation times there were many 
peculiar observances. St. John Lateran’s day, May 6, was 
kept by football, a siesta, and an interval for drinking beer, 
the equivalent of our modern afternoon tea—the ball, the 
bed, the beer (Porta Latina pilam, pulvinar, pocula 
praestat). Then on St. Nicholas’s Day, Dec. 6, there 
were the boy-bishop celebrations. It is impossible, of 
course, to draw a picture of the individual boy, but we 
do know that when Linacre not very many years after- 
wards was in Italy he was chosen, because of the elegance 
and modesty of his manners, as the associate in study of 
Lorenzo de’ Medici’s children. 

It was probably with the assistance of Prior Selling that 
Linacre in 1480, at the age of 20, went up to Canterbury 
Hall, Oxford, later incorporated into Christchurch. Here 
he made friends with Grocyn, a man of 36, and with William 
Latimer, a youth of his own age. It is not known why 
Linacre waited till his twentieth year before entering the 
University, for boys entered much younger than now, and 
from 14 to 16 was quite a common age. The Warden of 
New College had introduced Greek lectures there in 1465, 
and it is presumed that the three friends studied under 
the guidance of the lecturer, an Italian, Cornelio Vitelli 
by name. Eventually Grocyn, already a Fellow of. New 
College, was to be the first Englishman to lecture on Greek 
in Oxford, and later, in London, to share the honour with 
Linacre of imparting a knowledge of Greek to one of the 
great figures of history—Desiderius Erasmus. When to 
Grocyn, Linacre, and Latimer we add the names of the two 
other friends—Colet, afterwards Dean of St. Paul’s and 
founder of St. Paul’s School, and Thomas More, the author 
of Utopia—we have a list of the leading scholars in 
England devoted to the New Learning and usually known 
as the English Humanists. 

4543 


| 
f 
| 
| 


kee 


eae: Set ess 








186 JAN. 31, 1948 


OUR FOUNDERS AND BENEFACTORS 





A: Sojourn in Italy 


After four years at Canterbury Hall Linacre was made a 
Fellow of All Souls. The following year he accompanied 
Prior Selling, who. had been chosen by Henry VII to con- 
duct a mission to the Vatican, to Italy. Linacre appears 
to have remained in Italy for six years or so, and during 
this time to have stayed in Bologna, Florence, Rome, and 
Padua. At Bologna he was introduced by Selling to 
Politian, the most brilliant Latin poet and scholar of the 
day, attached to the Platonic Academy, founded in Florence 
by Cosmo de’ Medici. Under the Medici Florence had be- 
come the modern Athens, and learning as well as art had 
found a home there. It is thought that this introduction to 
Politian stood Linacre in good stead, for when Linacre 
visited Florence, Politian, whose work it was to direct the 
studies of the children of Lorenzo the Magnificent, is sup- 
posed to have introduced Linacre to the merchant prince. 
However that may be, Linacre became the recipient of the 
patronage of Lorenzo, living in the most brilliant court in 
Europe and sharing the instruction given to the two young 
princes Piero and Giovanni. The latter ultimately became 
Pope under the name of Leo X, and in after years was not 
unmindful of this association with Linacre. 

We may be confident that Linacre’s association with some 
of the finest scholars in Italy played no little part in forming 
that facility of expression, elegance of taste, and accurate 
skill in the classical languages for which he is famed. It 
has. been said that by Linacre’s endeavours Galen speaks 
better Latin in the translation that he did Greek in the 
original, and that Aristotle shines not more in his Attic 
than in his Latin garb. Unfortunately, none of his trans- 
lations of Aristotle into Latin has survived. 

After a year in Florence, then almost at the zenith of 
her splendour, Linacre made his way to Rome. Here he 
was befriended by Hermolaus Barbarus, one of Europe’s 
greatest scholars and the translator of Dioscorides’ Materia 
Medica. ‘It has been suggested that it was he who may have 
introduced Linacre to the works of Galen and have influ- 
enced him in choosing medicine as his profession. For a 
charming account of this scholar may I point to the writing 
of a Fellow of our own College, Sir Henry Bashford, in 
The Harley Street Calendar. 

Linacre next visited Venice and, possibly on the com- 
mendation of Hermolaus, made the acquaintance of 
another distinguished scholar. Aldus Manutius Romanus 
was contributing to the spread of learning by printing the 
classics in inexpensive octavo volumes—approximately at 
the price of our Everyman’s Library. They were well read, 
for of the 24,000 copies printed of Erasmus’s Praise of Folly 
only one copy has survived, and that is in an imperfect state. 
Books from the Aldine Press, with their distinctive device 
of the anchor and the dolphin on the title-page, are much 
sought after by collectors, distinguished as they are by a 
high standard of accuracy of text and by beauty of type. 
The type first used in the Virgil which he published in 1501, 
known as Aldino or to most of us as “ italics,” is said to 
have been modelled on Petrarch’s handwriting. Erasmus 

acted for a short time as his editor and reader. It was for 
Aldus that Linacre began a translation from the Greek of 
Proclus on the Sphere, said to be the earliest accurate trans- 
lation of a Greek writer ever made in England, but it 
does not appear to have been published until twelve 
years later. 

Linacre’s next move was to Padua, where he graduated 
M.D. with great distinction. This we learn from a refer- 
ence to the event in the Fructu ex Doctrina, a book written 
by Richard Pace, Secretary of State to Henry VIII, and 
published in Basle in 1517. 


, His Return to Oxford 


¥ 
AE 
Returning to Oxford, which he must have found a trifle 


secluded after breathing the feverish atmosphere of the 
Renaissance in Florence and living in the. most brilliant 
court in Europe, he found his friends Grocyn and Latimer 
awaiting him. They too had made a sojourn in Italy during 
his absence, and had attended the lectures of Politan anf | 
Chalcondylas ; but whether they met him there it does not 
seem possible to determine. No sooner was Linacre back 
in Oxford than the degree of M.D. was confirmed by ap 
act of incorporation, and it is asserted, without any cop. 
vincing proof, that by a similar act of incorporation gt 
Cambridge he became an M.D. of that University. The 
year 1490 seems to be the year in which he graduated jp 
medicine. Caius claims that Linacre resided for a time jn 
Cambridge—a statement which receives some weight from 





his subsequent foundation of a lectureship in medicine 
there. 

In 1494 Linacre had to mourn the death of his old tutor 
and kinsman, Selling, who for twenty-two years had been 
Prior of the Monastery of Christchurch, Canterbury, He 
is said to have been the first Englishman to visit Northern 
Italy to study Greek. He died on the anniversary of the 
death of Thomas 4 Becket and was interred ‘n the Martyr. 
dom of the Cathedral, the last proof of the respect in which 
the brethren held the memory of their superior. 

In 1499 Desiderius Erasmus arrived at Oxford. Erasmus 
was an entire stranger in England, brought over by Lord 
Mountjoy from Paris, and he did not know a word of 
English. He had come to England in spite of ill-health and 
poverty to learn Greek. This poor foreign scholar, destined 
to become one of the great figures of history, whom fortune 
had used so hardly, cast adrift upon the world without 
resources—for he had been robbed of his slender patrimony 
by dishonest guardians—found a friend in Linacre. Writing 
to an Englishman whose tutor he had been in Paris and who 
had gone to Italy to learn Greek, Erasmus says: 





“Yes, you will say, but how do you like our England? 
Believe me that nothing in my life has ever pleased me so 
much. I have found the climate both pleasant and healthy; 
and I have met with so much kindness and so much learning, 
not hackneyed and trivial but deep, exact, ancient, Latin and 
Greek, that I am not hankering so much after Italy except just 
for the sake of seeing it. When I hear my Colet I seem to be 
listening to Plato himself. In Grocyn, who does not wonder 
at that compass of all knowledge ? What is more acute, more 
profound, more keen than the judgment of Linacre? What 
did Nature ever create milder, sweeter, or happier than the 
genius of Thomas More? But why should I run through the 
whole list? It is marvellous how widespread and how abun- 
dant is the harvest of ancient learning which is flourishing in 
this country. All the more reason for your returning to it 
quickly.” 





But Erasmus, after conferring such praise, was to receive 
a rude shock on leaving this island. Henry VII had re 
enacted an old law of Edward IV which forbade tempor-: 
arily the export of gold and silver coin from England. More 
had assured Erasmus that as long as his money was not in 
English currency all would be well. Arrived at Dover, 
Erasmus attested that the money he was taking back had 
neither been earned nor been received in England, and that 
he was only taking back what he had brought with him into 
the country. The custom-house officials were adamant, and 
of the £20 which he had with him all but six angels (£2) 
was confiscated. Robbed of his money, he had perforce té 
stay in France instead of visiting Italy, which had been his 
intention. It seems very like our own year of grace! i 


In the year 1501 an event occurred which was to influence 
profoundly Linacre’s future mode of life. Henry VIPS 
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eldest son, the unfortunate Prince Arthur, was sent up to 
Magdalen, and Linacre was chosen as his tutor and private 
physician. The prince was delicate and, though only in his 
fifteenth year, was about to make a diplomatic marriage 
with a foreign princess—Catherine of Aragon. Linacre 
must have seen that his charge of the prince foreboded 
ere long the end of his Oxford life and would be likely to 
entail his definite committal to the practice of medicine. 
Five months after their marriage Prince Arthur and his wife 
were struck down by the sweating sickness, which proved 
fatal to the prince. The princess recovered and later be- 
came the first wife of her husband’s brother, Henry VIII. 
Linacre about this time was made domestic physician to 
Henry VII and, leaving Oxford, moved to London, where 
he appears to have entered upon the regular practice of his 
profession. He was certainly the most erudite of those 
attending the sick in London, but we have no means of 
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assessing his clinical ability apart from the fact that the 
most distinguished statesmen and courtiers were to be found 
among his patients—Wolsey, Archbishop Warham, Tunstall 
(Bishop of London), Foxe (Privy Seal and Bishop of Win- 
chester), and Sir Thomas More. In 1509 he became 
physician to Henry VIII, and he seems to have found time 
to direct the studies of Reginald Pole, a future Archbishop 
of Canterbury, and to help Erasmus with the publication of 
the New Testament in the original Greek. 


John Colet 


A short reference must be made to another of Linacre’s 
friends, John Colet, the son of a wealthy Lord Mayor of 
London, Sir Henry Colet. Colet in 1493 had gone to Paris 
and thence to Italy to study canon law, patristics, and 
Greek, and while abroad had become acquainted with the 
ubiquitous Erasmus. On his return to England three years 
later he startled Oxford in his lectures on St. .Paul’s Epistles. 
These were in almost every particular in striking contrast 
with the dissertations of the day. There was hardly a 
quotation from the Schoolmen and from the Fathers, but the 
Epistles were treated as straightforward letters written by a 
living man to his friends, which invested them with a fresh- 
ness and an interest quite new to his hearers. 

The field of Colet’s influence was changed and in some 
ways widened when in 1505 he became Dean of St. Paul’s 
Five years later he devoted his patrimony to the foundation 
of St. Paul’s School. Here he decided that the boys, who 
had to be able to read and write before being allowed to 
enter the school, should be taught good literature, both 
Latin and Greek, and that debased mediaeval Latin, “all 
that abusion that the later blind world brought in and 
which may rather be called Blotterature than Literature,” 
should be utterly banished and excluded. Colet requested 
Linacre to write a Latin grammar for the use of the boys. 
This Linacre undertook to provide, and with great pains 
and the sacrifice of much time wrote a work consisting 
of quite a few volumes. Asa school book it certainly seems 
to have been ill-judged, and Colet, finding it little adapted 
to the requirements of his pupils, put it altogether aside as 
too long and too learned for his “little beginners.” Colet 
substituted some rudiments of his own composition under 
the title of Paul’s Accidence which he dedicated to William 
Lilly, whom he had appointed as the first High Master. 
The book was later enlarged by Lilly and by Erasmus and 
others, and, finally becoming generally adopted in other 
English schools under the name of Lilly’s Grammar, it 
formed the foundation of various Latin grammars used in 
England up to the middle of the last century. Canon 
Shirley, Head Master of the King’s School, Canterbury, in- 
forms-me that, though there is no actual record of what 
Latin grammar was used in the school in the time of Queen 


Elizabeth, there is little doubt that Lilly’s was the grammar 
that William Harvey used. Colet’s rejection of Linacre’s 
book led to a break in their long-standing friendship, and in 
spite of the efforts of Erasmus the breach was never healed. 

The year 1518 saw the foundation of the College of Physi- 
cians, at which time Linacre was 58 years of age. The 
meetings were held in Linacre’s own house—the Stone 
House, as it was called—in Knightrider Street, and there 
they continued to be held for nearly a century. The front 
portion of the house, consisting of a parlour below and a 
chamber above to be used as a council room and library, 
were given to the College during Linacre’s lifetime. After 
his death the remainder of the premises reverted to Merton 
College, Oxford. 


Linacre’s Later Years 


Two years later Linacre appears to have taken priest’s 
orders, but at the time of the foundation of the College he 
held the livings of Mersham and Hawkhurst, in Kent, and 
had been a Prebendary of Wells and a Canon of St 
Stephen’s Collegiate Church, Westminster. Some have sug- 
gested that he had taken deacon’s orders in 1505, but it was 
the practice of the day to present livings to scholars even 
though they had never been ordained. 

Within the last seven years of his life he made and 
published translations from Greek into Latin of no fewer 
than eight of Galen’s works, the De Sanitate Tuenda and 
the Methodus Medendi being published before he retired 
from practice. 

In 1523 Linacre received his last Court appointment, 
being made, with Ludovicus Vives, Latin tutor to the 
Princess Mary, then 5 years old, and being charged with the 
care of her health. He published a simple Latin grammar 
in English in the same year for the use of his royal pupil. 
This was afterwards translated into Latin by George 
Buchanan, the celebrated Scots scholar, who was imprisoned 
by the Inquisition in Portugal and who during the two years 
of his imprisonment, 1549-51, wrote a Latin version of the 
Psalms in various metres. 

But perhaps the work that gave Linacre most satisfaction 
was the De Emendata Structura Latina Sermonis. This, 
which may be called an “ Advanced Manual of Latin Prose 
Composition,” had taken many years to prepare and was 
published in six volumes in 1524, the year of his death. This 
served to place him in the first rank of Latin scholarship 
of the day. It was reprinted abroad with a letter from 
Melancthon recommending its use in the schools of 
Germany. 

During the last few years of his life Linacre, growing 
more and more infirm, suffered from calculous cystitis, from 
the effects of which he died on Oct. 12, 1524. Almost his 
last act was the foundation of three lectureships—two at 
Oxford and one at Cambridge. The lectures were dedicated 
to the glory of God and the true art of medicine, and they 
were to be distinguished by the name of “Lynacre’s 
Lectures.” 

Robert Browning, in his Grammarian’s Funeral, has 
given us the picture of an idealist scholar, and it has been 
suggested that his grammarian was Linacre. I borrow from 
Sir Henry Bashford : 

“With his grammar finished, therefore, and his affairs in 
order—the house in Knightrider Street left to the College, and 
a sufficient income from the rest of his property to provide 
lectureships at the Universities—he may well have thought in 
the autumn of 1524, that it was about time for him to be 
going. In the background of his age he had led a full life; 
most of its statesmen had been his friends. And if there is 
just a hint, perhaps, to be found in his will of the Linacre 
trespassed upon by Colet—if he had somehow detected in his 
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niece Agnes a certain tendency to laesa majestas—it was only 
by the gentlest of posthumous rebukes that she and the world 
were to discover it. Her sister Margaret, he said, was to have 
the better of the two beds that he had bequeathed them.” 


Linacre was buried in old St. Paul’s before the rood 
screen of the west door, a spot chosen by himself. His 
grave was marked by no memorial for more than 30 years, 
when John Caius, during his presidency of the College, 
erected a monument to his memory at his own cost. This 
perished when the cathedral was destroyed in the Great 
Fire of 1666. 


Caius and Gilbert 


~ John Caius, whose presidency extended with intervals 
from 1555 to 1571, set out for Italy in 1539 and studied 
physics at Padua under Montanus, the greatest medical 
teacher of the time. Caius lodged in the same house as 
Vesalius, the celebrated anatomist, who possibly may have 
fired Caius’s enthusiasm in this direction, for in 1564 Caius 
introduced anatomies, as they were called—that is, demon- 
strations of dissections—into Cambridge. These demon- 
strations were not the first to be held in England, as they 
had been introduced 20 years earlier at the Barber-Surgeons’ 
Hall in London, where Caius had lectured on anatomy. He 
is usually regarded as the founder of the study of anatomy 
in this country. He is said to have modelled his life upon 
the example of Linacre, and, like him, devoted much time 
to the collation and translation of Greek medical writers, 
but, unlike Linacre, he recorded the results of his own 
observations. These appeared in 1552 under the title of 
“A Boke of Counseil against the Disease commonly called 
the Sweate or Sweating Sickness.” This is said to be the 
first instance of a medical book being published in English, 
but he afterwards republished it in Latin. 

It was Caius who designed the insignia by which the 
President of the College should be fittingly honoured—the 
cushion of crimson velvet, edged with gold, placed before 
the President on all solemn meetings, and the caduceus, its 
head adorned with the arms of the College supported oy 
four serpents,’ which the President carries to remind him 
by its material—silver—as Caius quaintly says, to govern 
with patience and courtesy, and by its symbols, the serpents, 
with judgment and wisdom. Caius is said to have foretold 
the very day of his own death, and to have chosen his own 
epitaph, Fui Caius, still to be seen in the Chapel of Caius 
College. 

Dr. William Gilbert, physician to Queen Elizabeth and 
James I, and President of the College in 1660, published in 
that year a remarkable book, De Magnete, in which he 
records his experiments relative to the magnet. Gilbert may 
therefore be said to have introduced the method of experi- 
ment into scientific research. By his will he gave his whole 
library, globes, mathematical instruments, and a cabinet of 
minerals to the College, but with the exception of a few 
folios, which cannot now be identified with certainty, these 
seem to have perished when the College was burnt down in 
the Fire of London. 

I am indebted to Canon F. J. Shirley, Head Master of 
the King’s School, Canterbury, for copies of the wills of 
Robert Harvey and of John Harvey—both of Folkestone, 
William Harvey’s birthplace—which I gratefully append. 


“ Archdeaconry Court of Canterbury. Probate records deposited 
at KCC Record Office, Maidstone. 
“PRC 17, vol. 41 (will register), F. 112. 
“23 April, 1570. I Robert Harvye of Towne of ffolkestone— 
Jone my wife—my house and stable lying at Estbroke—son 
Roger Harvye—Jone my wife to be exetrx. Witnesses: 

John Redhed, John Browne, John Edwardes. 

John Cadman, curate of Folkestone mentioned. 
“Proved: 7 March, 1570 (-1). 


—_$_ ae 
“PRC 13, vol. 13 (Act book), f. 45. 

“23 Feb. (1552-3). Admin. of goods of John Harvie of 
Folkiston’ intestate; admin. to Florence widow, sworn, 


Bound with her Thos. Baker, Jurate of Folkestone. 


Hy. Hogben of same yeoman in £40. 

“(It is slightly ambiguous as Baker is called jurat.=either 
sworn or jurate. I think it means he is Jurate of the Town 
of F.)” 


In surveying this progress we become conscious of the 
various phases through which medical endeavour has 
passed. Contemporary medical practice and knowledge jn 
Linacre’s time was a confused mixture of empiricism, folk. 
lore, astrology, and magic. Such vestiges of Greek medicine 
as remained were often tainted, for they had come through 
the medium of Arabian and Syriac translations from the 
original Greek texts, and these in‘ turn had been traps. 
lated again into Latin and contained many inaccuracies, 
Hermolaus Barbarus, for instance, is reputed to have 
restored no fewer than two thousand passages in the works 
of Pliny. Linacre by his careful and accurate translations 
from the Greek into Latin was able to bring to the notice 
of his contemporaries the conclusions of Hippocrates, 
Aristotle, and Galen, based as they were on the simple yet 
valid foundation of direct observation. By the very nature 
of things, and to clear the stage, so to speak, he was obliged 
to look backwards. Caius advanced a step further. [Ip 
common with Linacre he was strongly attracted to the 
writings of Galen, and when in Italy had spent much of his 
time carefully collating the manuscripts of that author, but 
to scholarship he added the practice of direct observation, 
This is seen in his devotion to practical anatomy and in 
his clinical observations set out in his book on the sweating 
sickness. Gilbert advanced further still: not content with 
observation, he introduced the method of experiment into 
scientific research. As Sir Walter Langdon-Brown has 
aptly said, “ Linacre looked to the past for the Revival of 
Learning, Caius faced both ways, but Gilbert steadfastly 
looked forward.” 








THE LOCALIZATION OF DEEP PAIN 


BY 


J. B. HARMAN, M.D., F.R.C.P. 
Physician to Out-patients, St. Thomas's Hospital 


This paper is concerned with the laws that determine where 
a deep pain is felt or, in other words, with its local sign. 
It is intended to show that the pain is not felt in any 
particular structure of the body, such as viscera or body 
wall, but that it is best regarded as a projection from the 
brajn—to show in effect that the place where a pain is felt 
is determined as much or more by the anatomy of the 


cortex as by the structure of the limb or part of the body ~ 


in which it seems to be. The view has indeed been hinted 
at from time to time, and has received a more definite state 
ment from Lewis (1942). I believe it to be in harmony 
with current ideas on perception and to provide an explana- 
tion for those vexatious experiments with “ novocain” 
block and phantom limbs. 

It will not be necessary to review the many theories of 
the last fifty years, but since our common beliefs are still 
coloured by the traces they have left behind them it will 
be better to clear the ground by stating three propositions 
that may be regarded as proved. The first is that viscera 
can in fact be pain-sensitive. As is well known, Lennander 
(1902) popularized the view that they were insensitive, and 
this was widely held until Hurst (1911) showed that disten- 
sion could cause pain in the oesophagus and rectum. Since 
then many other instances have been described in which 
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pain originated from a viscus, and it is now generally agreed 
that viscera may be sensitive provided a suitable stimulus 
is used. 

The second proposition is that pains from viscera and 
deep structures are essentially the same. The suggestion 
that visceral pains were different from others rested on 
certain interpretations that have now lost their force. In 
any case the distinction became meaningless when it was 
shown (Lewis, 1938; Lewis and Kellgren, 1939) that 
phenomena which were supposed to be characteristic of 
visceral pain—such as dull quality, tendency to spread seg- 
mentally, associated muscular rigidity, and so on—could be 
produced equally well by injuring deep somatic structures. 
Lewis (1942) concluded that the proper distinction is 
between pains that come from deep structures, like viscera 
and ligaments, and those that come from the superficial 
parts, such as skin. 

The third proposition is that there is only one kind of 
deep pain and that it is not divisible into local and referred. 
These two kinds were postulated to account for the fact 
that, whereas it could be said that stomach pains coincided 
with the stomach, .it was obvious that angina and renal 
colic were felt a long way from their site of origin. Again, 
it was Lewis (1942) who argued that the distinction was 
unnecessary, for he believed that deep pain always had a 
spreading segmental distribution. The apparent anomaly is 
merely due to the anatomical accident that the heart is part 
of a segment that stretches down the arm, whereas the 
stomach and the rest of its segment are in roughly the same 
position. 

Pain “In” and “From” a Viscus 


The equivocal meaning of language has caused a con- 
fusion of thought that must be cleared up before the real 
problem can be seen. It has, for instance, been tacitly 
assumed that having a “ pain in a viscus” expresses the 
same notion as having a “ pain in a finger.” Much experi- 
mental ingenuity has been expended on trying to decide 
whether it is possible to feel a pain in a viscus, yet no 
conclusions have been or, indeed, can be reached. The 
problem is not physiological and soluble by experiment, 
but philosophical and linguistic, and can be settled only by 
examining the meaning of words. Thus, if a man says he 
has a pain in his finger, the ordinary English usage is 


accepted and everyone knows what he means. We all know . 


we have a finger, and we know where it is and we have 
felt pain in it. But a man could not say with the same 
meaning, “I have a pain in my Meckel’s diverticulum ” 
even if it should indeed be producing colic. For of all 
those who have suffered this pain there must be few who 
have ever heard of the organ, fewer still who know they 
have one, none who could know where it was lying, and 
all would have felt a pain that was “ bigger” than the 
organ it was supposed to be in. Anyone who makes such 
a statement is not talking of his perceptions, but is making 
a diagnosis, assailable by evidence and argument. And he 
may be proved wrong. But if he said he had a pain in his 
belly his statement would be accepted, for it is a matter of 
common experience that men perceive their bellies and that 
most have had pains in them. 

It is therefore important to bear in mind the distinction 
which is so often overlooked between pains that come 
from a part and pains that are felt in it. We believe it to be 
meaningless to say that a man feels a pain in an organ that 
he cannot perceive, and the implication that an anatomist 
could feel pains where the layman cannot is absurd. So 
we must reject any theory of deep pain that admits of its 
being felt at the site of origin. The problem can then be 
stated thus : “‘ Where is a deep pain felt that comes from 
an unperceived structure?” It occurred to me that the 


answer might be had from persons with phantom limbs, for 
they have the perception of a part, yet are unencumbered 
by its real presence. 


Referred Pains in Phantom Limbs 
In subjects who had had an arm amputated a deep pain 


‘was produced by injecting 6% saline into the interspinous 


ligaments. The sensations of the normal arm were com- 
pared with those of the phantom. 


Case 1.—J.J.H., aged 50, had a road accident in 1929 which 
caused loss of all power and sensation in the right arm. One 
year later it was amputated at the shoulder. Examined 1940. 
The phantom remained unchanged all these years. It is 
immovable and in the position in which his arm was slung 
before amputation. The arm and forearm appear to be half 
as long as normal but the hand twice as big. The whole 
phantom is quite clear. The hand feels as if it is being 
squeezed, the rest just dull and heavy. The effects of an 
interspinous injection were:—Normal arm: Stabbing and 
tingling sensation in middle finger and ring-finger when the 


‘needle was introduced, becoming more severe with saline. 


Phantom: Tingling in middle finger and ring-finger; the wrist 
feels as if it is being tightly squeezed, the elbow very slightly so. 


Case 2.—F.C. Y., aged 59, had a gunshot wound of the left 
arm, forearm, and elbow in 1916. Amputation above the 
elbow was done three months later. Examined 1940. The 
phantom remained unchanged. It consists of hand and wrist 
only, placed about 12 in. (30 cm.) higher than normally. The 
thumb and forefinger are most distinct, the whole part being 
numb. There is possibly some movement. The effects of an 
interspinous injection were: —Normal arm: Sharp tingling pain 
in hand and elbow. No aching. “I know something is going 
on in it.” Phantom: Similar sensations, but stronger, “ like 
electricity ”; distribution is in the inner and outer border of 
the hand and in the whole forearm, which appeared for the 
first time; no aching. An injection into the erector spinae 
muscles was given. It produced severe aching along the inner 
side of the stump—* rheumaticky pain like a bag of nerves ”*— 
after a few seconds a numb sensation was felt in the inner and 
outer border of the phantom hand, different from that in the 
stump and “more like the return of sensation after a very 
severe accident.” 


Case 3.—C.F.M., aged 55, had all the tendons of the right 
hand cut by a shell splinter during the 1914-18 war. A below- 
elbow amputation was performed the same night. An immedi- 
ate phantom was just like a real hand. In 1932 he had a 
stroke and could not speak for four months. Examined 1940. 
The right leg and stump were still spastic, the movements of 
phantom thumb remaining unimpaired. Phantom now smaller 
than normal and nearer to stump. Injection into erector 
spinae at base of neck resulted as follows:—Phantom: Dull 
rheumaticky pain inside stump at the back of the forearm. 
Passed into phantom in the back of the knuckles and fingers 
as a pricking and tingling sensation, quite different from the 
ache in his stump. 


Case 4.—G. M., aged 33, received a gunshot wound at Anzio, 
with immediate guillotine amputation above the elbow as 
P.O.W. Clear, complete phantom, still bleeding and itching ; 
he has tried to use it on several occasions. Two months later 
reamputation was carried out to the shoulder. Examined in 
1946. He has three shooting pains at the level of the elbow 
as if they were in fingers, but no fingers are felt ; this appears 
to be the remains of his first phantom. He also has a dull 
aching phantom of his first amputation stump. An interspinous 
injection had the following effect :—Phantom : Gripping sensa- 
tion in the elbow-joint as if something had been tied tightly 
round it, and there was a cramp. “I often get that feeling 


if I have a blow on the shoulder—it is very slight.” The . 


sensation can be imitated by squeezing the normal arm fairly 
firmly with the whole hand. 


It will be seen that pain does spread down into the 
phantom, where it sometimes has the normal dull gripping 
quality of roughly segmental distribution. But at other 
times it was numb and tingling, and might not be strictly 
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‘segmental, being felt only in the elbow or wrist. These are the right side of the body is lost but the part remains. The | are : 
differences from the classical deep pain, but they are not patient does not merely lose sensations from that side ; he expl: 
thought to be due to the conditions of the experiment, ceases to perceive it, and if he is shown his arm he phys 
because such variations may be described by patients with conceive that it is his. This amputation of the body image ing 
normal angina. Since these experiments were undertaken, may be so severe that the patient cannot even imagine a knov 
Cohen and Jones (1943) have published two remarkable right side either to his own body or to the world around to de 
cases with angina pectoris in phantom arms; the arm pain him. . may 
was abolished when the brachial plexus was blocked with If a part is anaesthetized we find a disturbance uf the tion, 
procaine. I myself have recently seen another such patient. relationship between the body and its image which jg Such 
Case 5.—A.C., aged 66, had a gunshot wound in 1915 peculiar. A patient certainly feels the presence of a blockeg | 4” ® 
through the upper left arm, which was amputated the next arm, for he does not become incapable of conceiving such use, 
day. The phantom used to be a hand and elbow at.a normal a thing as he would with agnososomia, nor is he just up. vivid 
distance from the shoulder. The arm has now got shorter and aware of it as he is of his pancreas, yet it feels different to pecu! 
the elbow is represented only by an occasional pain. The him both from a normal arm and from a phantom ki rema 
hand is clenched and can be opened slightly. It feels “ kind anaesthetized part is usually described as being eal studi 
of numb and is always warm. Eighteen months ago he h th h lik ificial li or differ 
became subject to a pain in his chest. It starts in the centre ay oe at an arm — a artificial limb from the . 
of his sternum, “like a very bad wind pain, turning over and Sentient shoulder and the jaw feels like a swollen prosthesis. Since 
gripping my chest.” After a time it works down the arm and In fact, in some respects they cease to feel like parts of the pam 
is like pins-and-needles in the hand. At first it came on at body. This raises the question of how one distinguishes Th 
night in bad attacks once a month or so. It used to wake him one’s body from the environment—an important distinction term: 
up, and he had to stand by his bed. Now it comes on when in this connexion because it is the general experience that becat 
he walks, always after a certain distance. It goes in a few pain is felt only in the body and not in surrounding objects, Pains 
minutes if he rests. He is a diabetic of ten years’ standing. Jt seems that the boundary is drawn between the body that § his © 
Arteries of limbs and optic disks normal for age. Radioscopy has. or appears to have. i t ibilit d th ‘ « son 
showed the left ventricle slightly enlarged ; E.C.G. normal. get ppe oe, eS Sy eae 4 . ava 
ment, which, however much sensation may be projected into howe 
These observations prove that it is not necessary for the jt, does not itself “feel.” On the one hand we have the gesia 
sufferer to possess the part in which pain is felt. It appears trunk, limbs, and phantoms ; on the other, hair, clothes, and and | 
to be sufficient if he feels as though he has it. Now it’may tools, which are perceived to be distinct, though, as Head Wool 
be that this phenomenon is merely a sensory perversion of and Holmes (1911) remarked, they may be incorporated into parth 
a mutilated body. But it is hardly likely that a phantom the body image. In this latter class we put also real parts and 1 
bears no relation to normal perception of the body or that of the body, such as colostomies, prolapses, and anaes- justif 
it has a special pain mechanism of its own. It will therefore thetized members, which are equivalent to the environment expel 
be worth while to consider the hypothesis that deep pains because they cannot feel, but are carried round with the or “i 
in the intact man are also localized as it were ina phantom same care and sense of ownership as a hat or stick. to a 
that corresponds with his real body. In other words, the neith 
solution of deep-pain localization will not be sought in . by th 
possible changes in the peripheral body where it is felt, Seep Pate ond Ge Body fangs aboli: 
or the nerve tracts connected with it, but in the mechanism In the normal man deep pains are felt inside the body. the it 
of body perception, which is a function of the cerebral This is consistent with the body image’s property of f comp 
cortex. having depth as well as surface. Although the pains are ample 
felt deeply they are confined to regions nearer one surface § dee 
Phantoms and the Body Image than another. There is a strong tendency for these regions ed t 
Head and Holmes (1911) used the term “ body image” toto be in the front of the body even when the stimulus is or mc 
describe the conception that a person has of his own body— near the back, but there is less tendency for a pain arising inal 
of its size, shape, surface, depth, and movements—by means’ near the front to be referred backwards ; in fact, a pain that i: 
of which he is able to move parts of the body in relation arising more or less centrally is usually referred to the back alloae 
to the whole, and the whole in relation to the environment. only after it has reached a certain intensity in the front. is not 
The body image is built up by the higher levels of the There is also a tendency for trunk pains to be referred down part ¢ 
sensorium from peripheral sensations. It grows throughout the limbs, and pains within the limbs to be more pro- On th 
life as these sensations are integrated, and it changes slowly nounced in the joints than in the length between. On the ] alway 
as the real body alters its shape. other hand, deep pains arising within the limbs spread back thetic 
In the ordinary course of life the parts of the body are beyond their origin only if they are severe. This distribu- |  interp 
so often found where they are expected to be that it seems tion corresponds with the more vivid parts of the body | better 
that their image and reality necessarily correspond. But image, for the individual has a clearer consciousness of the | image 
there are occasions when they do not. Thus certain hemi- front of his body than the back, of his limbs than his trunk, | ceptio 
plegics may feel as if their arm is stretched above their and, as phantoms show, of the joints than the segments | by suc 
head, whereas it can be seen lying by their side (van between. An unsophisticated housewife was asked why of the 
Bogaert, 1934). They have a real arm and a phantom arm _ she thought her angina was worse in her elbow than in her |  tizing 
separated from it. The amputee loses his real arm, but arm. She replied, “I suppose it is because you feel your | be int 
its image persists. The neuroma continues to transmit elbow more, don’t you think ? ” The 
impulses that are interpreted, on the basis of previous ex- Organic pains are sometimes distributed in an unusual be loc 
perience, as “an arm.” Parts such as the fingers and joints, way, referred to scars, or felt more intensely over significant | some 
of which a person is normally more conscious, tend to parts such as the heart or appendix. There are also indi- very a 
persist in the phantom, while the upper arm may be cations that pain may be diverted from its usual site to some } the fi 
represented merely as a distance that the elbow is from the other part that has been rendered habitually painful by | and w 
shoulder. ‘When a phantom goes it disappears piecemeal, another stimulus, such as gall-bladder pains that are referred | musck 
the clearer parts remaining till the last, so that in the end it to the left arm in subjects prone to angina (Jones, 1943). poorly 
may be nothing more than fingers growing from a stump Those who have written much on the subject of deep pain | pain { 
(Riddoch, 1941). Conversely, cortico-thalamic lesions may (Head, 1894; Mackenzie, 1918; Lewis, 1942) have been the ac 
cause agnososomia (Nielsen, 1938) in which the image of forced, after expounding their views, to point out that there of cou 
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are always cases of bizarre distribution which cannot be 
explained. It must indeed have been the experience of most 
physicians that patients will on occasion persist in describ- 
ing pain references which do not correspond with any 
known mechanism. Possibly some of these will be found 
to depend on unsuspected peripheral lesions. But others 
may well be determined by some higher cerebral organiza- 
tion, and this may be found in variations of the body image. 
Such variations exist ; for some people, for example, have 
an accurate conception of their body and are skilful in its 
use, while others are clumsy and uncontrolled. Further, 
vividness of parts may be enhanced by past events or 
peculiarities of temperament—the amputation phantom 
remains crushed and bleeding as the real part was—and 
studies of normal and abnormal psychology indicate the 
differing values that men may give to parts of their bodies. 
Since the body image itself can vary, some variation in 
pain reference would be expected. 

The interpretation of procaine-block experiments in these 
terms is that pains are not projected to anaesthetized parts, 
because they are in effect equivalent to the environment 
Pains are always felt in what appears to the sufferer to be 
his own body, and even if he only knows he has a pain 
“ somewhere ” it is never somewhere outside himself. Those, 
however, who have tried to abolish deep pains by local anal- 
gesia have had conflicting results (Lemaire, 1926; Weiss 
and Davis, 1928 ; Rudolf and Smith, 1930; Morley, 1931 ; 
Woollard, Roberts, and Carmichael, 1932). No doubt this is 
partly due to the difficulty of experimenting wjth deep pain 
and to confusing it with reflex hyperaesthesia, but the un- 
justifiable assumption has usually been in the mind of the 
experimenter that the pain must be either “in the viscus ” 
or “in the body wall.” A straight answer cannot be given 
to a question that ignores the possibility of its being in 
neither. The discordant results can, however, be reconciled 
by the present hypothesis, for how much of a pain can be 
abolished will depend on how much of it is projected into 
the interior or surface of the body image, and on how 
completely these parts can be anaesthetized. It is, for ex- 
ample, relatively easy to abolish an anginal pain that is 
deep in the arm by blocking the brachial plexus. The 
pain that is felt near the surface of the chest can be banished 
or modified by anaesthetizing these parts. It may reappear 
in a neighbouring area, to be chased to yet another when 
that is blocked in its turn (Jones, 1943). This is an artificial 
alloaesthesia in which pain is diverted to the new site, or 
is noticed for the first time in it, after the most favoured 
part of the body image has been destroyed by anaesthesia. 
On the other hand, the pain that is felt deep in the chest 
always remains in these experiments, however many anaes- 
thetic patches are produced on the surface. This has been 
interpreted as the true local pain felt in the viscus. But it is 
better regarded as pain persisting in the interior of the body 
image. The internal pain remains because the spatial per- 
ception of the chest into which it is projected is unaffected 
by such procaine block as is practicable. Indeed, perception 
of the anterior could not be abolished without anaesthe- 
tizing so much that the visceral afferents themselves would 
be interrupted at the same time. 

The argument that deep pain spreads because it cannot 
be localized to the unknown region where it arises needs 
some elaboration, for there are parts of the body that are 
very accurately perceived yet give deep pain For example, 
the finger-joints are particularly vivid in the body image, 
and we are certainly aware of the position and movement of 
muscle masses or imbedded bones, but all of them give 
poorly localized deep pain. In other words, why does not 
pain from these parts have a local sign that approaches 
the accuracy of that in the skin? This question cannot 
of course be properly answered without understanding the 


mechanism of local sign in the skin itself, but it may be 
observed that there are various modes of perception which 
are not all equally important in giving local sign. Sensa- 
tions such as touch are concerned with the body surface 
only, of which they give a very detailed map; while 
proprioceptive sensations are the basis of perception of 
body space, position, and movement. Perception of a 
finger-joint is a combination of both, built up from percep- 
tion of its surface and knowledge of the space it encloses. 
But our knowledge of this space is limited to its shape and 
dimensions, and the map of the interior is as blank as that 
of the trunk. Stimuli in both are in terra incognita, and the 
pain that results has the same characteristics. Inevitably a 
deep pain in a finger must, if it is to remain in the body, 
be confined to a smaller space than a pain in the abdomen, 
and for this reason will give the impression of being more 
accurately localized. But this is a false impression, as can 
be seen by considering angina. The pain that spreads to 
the finger seems to be more accurately placed in the body 
than the pain in the chest, but this is not an accuracy of 
local sign, for the pain is felt a whole arm’s length from 
where it arose. 


Deep Pain and the Segment 


In discussing the body image we have been exclusively 
concerned with the higher analysis of deep pain. But the 
region in which pain is felt must be determined to a large 
extent by the fixed structure of the nervous system, for 
otherwise all pains from unperceived organs would be felt 
together .in the most vivid part of the body image—in the 
face or hand, for example. It has been recognized for fifty 
years (Ross, 1888) that this region was the spinal segment, 
and we have to inquire how it is that the sensation of 
pain caused by a cardiac infarct, for example, becomes 
segmental and spreads to the arm. This radiation was 
originally supposed to occur in the cord, because this is 
where the sensory nerves from the whole segment are first 
grouped together. Although there is some interconnexion 
here, as reflex rigidity and hyperaesthesia show, it is 
difficult to imagine any possible mechanism at this level, 
and certainly none has been demonstrated (Lewis, 1942). 
Even in the last century (Sherrington, 1898) it was shown 
that local sign of superficial sensations must be a function 
of the brain, for it certainly was not an inhérent quality of 
any sensory nerve. Thus burning a finger sets up impulses 
characteristic of pain alone, and not of “pain from a 
finger.” The assigning of a place to the crude sensation 
depends on the integration of other sensory impulses and on 
the fixed structure of the sensorium where it occurs If 
the same holds good for deep pain one would expect to find 
some evidence of segmental anatomy in the cortex to 
account for this type of spread. Such is the case, for recent 
work with fine methods of cortical analysis proves that “ the 
body surface is projected dermatome by dermatome upon 
the post-central gyrus. The serial order is that of the dorsal 
nerve roots except that the cervical segments appear in the 
reverse order ” (Fulton, 1943). Most of the work has been 
done on primates and has been concerned with superficial 
sensation and movement, but there is every reason to 
believe that the general style of cortical architecture is the 
same in man, and that it applies to deep pain also. The 
segmental spread of deep pain may then be regarded as 
nothing but a sign of activity at a certain level of the 
nervous system. We can say what that level is from the 
symptoms, just as we can diagnose the site of a lesion from 
the type of palsy or fit it produces. The segmental disturb- 
ance does not occur at the highest sensory level, for the 
segment does not exist in the body image—no man perceives 
his segments in the way that he is aware of his hand or 
mouth. So perhaps it is not surprising that pains are rarely 
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left filling such a meaningless territory as this, but are 
modified in the way that has been noted until they corre- 
spond with the body as the sufferer perceives it. 


Summary 

Deep pain, unlike superficial sensation, comes from parts of 
the body that are unperceived and to which, it is argued, no 
sensation can be localized. All sensations are normally felt 
somewhere, and deep pain must therefore be an alloaesthesia. 
It is suggested that these “ pains from nowhere” are projected 
into the perceived parts of the body. They have a segmental 
basis derived from the fixed structures of the cortex. Their 
locality is further defined within these crude limits according 
to the individual characteristics of the body image. The sensa- 
tion of deep pain does not depend on any peripheral change 
in the part where it is felt. But its location does depend on 
the normal stimuli coming from the part, for without these the 
place would remain unperceived. 
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Since the discovery of the part played by the mosquito in 
the transmission of malaria there has remained a gap in 
our knowledge of the cycle of events. This has been our 
complete ignorance of what happens to the sporozoites 
injected by the mosquito during the period between its 
bite and the appearance of erythrocytic parasites in the 
circulating blood. Schaudinn’s (1902) observation of the 
sporozoite entering a red cell has never been repeated and 
has long been suspect, and the most generally held theory 
of recent years has been that some form of development 
takes place in the internal organs—probably in the reticulo- 
endothelial system—before the parasites enter the red cells 
of the circulation at the end of the incubation period. 
This interval may be considered to be a period of about 
ten days. 





~~ 
The curtain was first really lifted in the case of avian — 


malaria when James and Tate (1937) described the exo. 
erythrocytic cycle in Plasmodium gallinaceum, but the 
developments following the introduction of Sporozoites 
by the mosquito remained a mystery. The next step wag 
the discovery by Mudrow (1940) and Shortt, Menon, and 
Iyer (1940) of developmental forms of P. gallinaceum jn 
the incubation period ; these were schizogony forms jn 
reticulo-endothelial cells. Reichenow and Mudrow (1943) 
next gave a detailed description of the forms found dur. 
ing the incubation period in infections with P. relictum 
and Huff and Coulston (1944) independently described in 
even greater detail the course of events in P. gallinaceum, 

All this work ied to the belief that some parallel develop. 
ment must take place in the case of mammalian (including 
human) malaria, but all attempts to demonstrate this 
proved unsuccessful. Efforts to discover the incubation 
period stage of mammalian malaria—i.e., the hypothetical 
pre-erythrocytic stage—were given a stimulus by the work 
of Fairley (1945) at Cairns, Australia, during the recent 
world war. Fairley and his co-workers showed that during 
the biting act of the malaria-infected mosquito, and for 
about half an hour afterwards, blood inoculated from the 
bitten person into a volunteer produced an infection. After 
this period and until the appearance of the parasites in the 
circulating blood even large quantities of blood from the 
volunteer produced no infection in another individual, © 

From these results and others obtained in the field of 
chemotherapy—for example, Davey (1946)—it was evident 
that shortly after the introduction of sporozoites they dis- 
appear from the circulation and the further development 
during the incubation period takes place in some protected 
site outside the general circulation. 

Hitherto there has been little to support this hypothesis 
in the form of actual findings in mammalian malaria. 
Raffaele (1937) described bodies found in smears of human 
bone marrow and considered by him to represent stages in 
the development of sporozoites. Somewhat similar obser- 
vations have been made by other workers in this field up 
to the present date, but none of these have been confirmed 
or have even received much support. 

Large-scale experiments with P. cynomolgi carried out 
by the Mammalian Malaria Inquiry under the Director, 
Central Research Institute, Kasauli (1946), and similar 
investigations by Huff and Coulston (1947), have yielded 
negative results. 


In the Department of Parasitology at the London School | 


of Hygiene and Tropical Medicine investigations to dis- 
cover the pre-erythrocytic stage of P. cynomolgi in the 
rhesus monkey have been in progress since 1945, and the 
most recent experiments have at last resulted in the dis- 


covery of this stage, as briefly reported by Shortt and — 


Garnham (1948). 


Description of Experiment 


We do not propose to give the details of all our work, 
but will confine ourselves to a description of our most recent 
successful experiment. More than 1,000 Anopheles maculi- 
pennis atroparvus bred in the laboratory were fed on a 
monkey showing mature gamétocytes in the peripheral 
blood. The mosquitoes were subsequently fed on another 
infected monkey and were given a third feed on the original 
animal. The interval between the first and third feeds was 
eleven days. The mosquitoes were maintained at 26° C. 
in a relative humidity of approximately 80%. 

Ten days after the last infective feed 20 mosquitoes 
were dissected and without exception proved infected, most 
of them with extremely numerous sporozoites in the glands. 
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intestine, lymph glands from various parts of the abdomen, 
aorta, inferior vena cava, peritoneal exudate, peritoneum, 
lungs, heart, thoracic glands, bone marrow, brain, leg 
muscles, stretch preparations of pia mater and omentum. 

The fixatives used were Zenker, Carnoy, Flemming, and 
10% formol-saline. Suspensions in citrated saline of the 
following tissues, in the amounts stated, were inoculated 
into clean monkeys both intraperitoneally and intramuscu- 
larly in each case: liver, 10 ml.; spleen, 8 ml.; brain, 7 ml.; 
lung, 12 ml.; kidney, 8 ml.; peritoneal fluid, 4 ml.; and heart 
blood, 7 ml. All the monkeys have remained negative for 
a month. 

The slides of material were stained with haematoxylin 
and eosin’ or Giemsa, using the modification of Mc- 
Namara’s stain described by Shortt and Cooper (in the 
press). The latter unquestionably gives the most brilliant 
results, and the description given below applies to parasites 
stained by that method. 





Pre-erythrocytic Stage on Seventh Day of Incubation 
Period 


Up to the time of writing we have not had the oppor- 
tunity of examining thoroughly all the tissues taken, but 
a rapid survey has resulted in the finding of parasites in 
the liver only. In a section of the liver examined with 
the 2/3 objective, small areas of blue colour and ovoid 
shape are seen very thinly scattered throughout the section 
(Fig. 1). In one typical section with an area of 90 sq. mm. 
there were 36 such areas. The ovoid shape is not invari- 
able, and some parasites may show minor indentations, 
whilst in a few cases actual blunt pseudopodic arms exist. 
The parasites measured an average of 26» in the longest 
diameter, but larger forms up to 30” or more occur. 

When examined under high power these blue areas are 
seen to be plasmodial masses undergoing schizogony (Figs. 
2 and 3) The cytoplasm stains a cobalt blue and has an 
opaque semi-reticulated appearance, while the particles of 
chromatin stain a magenta colour. In the majority of the 
parasites there is no evident condensation of cytoplasm 
around the chromatin masses, but in a few cases in sections 
cut at 2 thickness there is a distinct indication of this 
process which would result in the formation of merozoites. 
We have seen parasites in the circulating blood on the 
ninth day after infection; it is therefore evident that 
merozoite production must have taken place about the 
eighth day and the forms described above would be the 
first stages in the process. For the same reason we con- 
clude that the majority of the forms in the iiver are nearly 
mature and at the stage immediately preceding merozoite 
formation. 

In a considerabie number of schizonts there appear one, 
two, or even multiple vacuoles (Fig. 1) with sharply cut 
outlines. These tend to be smaller the more numerous 
they are. It should be mentioned that at no stage is any 
pigment to be seen in the parasite. 

It is very difficult to be certain of the number of par- 
ticles of chromatin present, especially if the counting is 
performed on serial sections, because parts of the same 
fragment may be counted twice, and for this reason we 
have based our estimate on schizonts seen in an impression 
smear (Fig. 4). The number was estimated to be between 
200 and 300 in a single schizont. 

As regards the relationship of the parasite to the liver 
tissue we do not at present feel inclined to be dogmatic, 
and a final opinion can be formed only when younger 
stages of the parasite have been examined. The general 
impression gained by us, however, is that the parasites 
are originally contained in the parenchyma cells, and this 


* —— Menon, K. P., and Iyer, P. V. S. (1940). 


$$ 


opinion is strengthened by the appearance in Sections - 


stained by GémGri’s stain to show the reticular fibres. In 
a monkey sacrificed on the sixth day the parasites in the 
liver exhibited few, if any, differences from the seventh day 
forms. ; 

Discussion 

The importance of this discovery lies in the fact that the 
resemblance of P. cynomolgi to P. vivax of human malaria 
is so close that the findings here described will almost cer. 
tainly be applicable to the human parasite and, therefore 
that the liver is the most likely site for the human pre. 
erythrocytic forms. 

Until we have seen the earlier pre-erythrocytic stages of 
P. cynomolgi we feel that we are hardly in a position to 
discuss the relationship of the forms found by us to com. 
parable stages of other pigment-producing blood parasites, 
On the other hand it may be noted that there is g 
superficial resemblance between the liver schizonts of 
P. cynomolgi and the tissue phase of P. gallinaceum, 
where, however, the merozoites would appear to be more 
numerous. 
early exo-erythrocytic stage of Hepatocystes (Plasmodium) 
kochi (Garnham, in press), although it must be remem- 
bered that the fully developed stage of the latter in the 
liver measures 2 mm. in diameter*-i.e., at least 80 times 
the size of the mature P. cynomolgi schizont. 

The failure hitherto to find pre-erythrocytic stages of 
mammalian malaria may be attributed to certain factors: 
(a) the dilution factor, which necessitates an enormous 
dosage of sporozoites if the developmental forms are to 
be readily found; (b) examination of smears has been 
more intensive than of sections ; in smears the parasites 
are less readily found. The fact that exo-erythrocytic 
forms had not been found in mammalian malaria may be 
due to their possibly evanescent nature. It seems likely 
that the majority, at least, disappear with the establishment 
of the erythrocytic cycle. 


We wish to acknowledge the great help we received in this investi- 
gation from our laboratory staff. Mr. W. Cooper with his great 
technical skill and experience has been invaluable and was ably 
seconded by Mr. E. Blackie, while Miss J. Stedman gave valuable 
assistance in mosquito technique. We are also indebted to Mr. W. 
Alves, B.A., for assistance in the critical necropsy on the first monkey 
in which we found pre-erythrocytic forms. 
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Nurses, medical auxiliaries, and certain other hospital or allied 
workers are excepted from the Control of Engagement Order, 1947. 
Hospitals and employing authorities may therefore advertise for and 
engage such staff without reference to the Ministry of Labour and 
National Service. Those excepted include the following: State- 
registered nurses, student nurses, health visitors, midwives, and cer- 
tain unqualified persons on nursing duties, such as nursing auxiliaries. 
Domestic workers in hospitals are covered by the Order, under which 


hospital domestic work is regarded as essential work. Full details 


are contained in the Ministry of Health circular 1/48, dated Jan. 15. 
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THE ROLE OF TRICHLORETHYLENE 
IN GENERAL ANAESTHESIA 


BY 


GORDON OSTLERE, M.B., B.Chir., D.A. 
Senior Resident Anaesthetist, Hill End Hospital 
(St. Bartholomew's) 


Although it is well over five years since trichlorethylene 
was first introduced as an important anaesthetic (Hewer, 
1942), it still remains as much a suspected and misused 
drug in some quarters as it is appreciated as a useful agent 
in others. Although the object of this paper is briefly to 
review and estimate the position of this anaesthetic in 
present-day practice, there is little that can be added to the 
excellent article by Enderby (1944) on the use and abuse of 
trichlorethylene. It is not intended here to touch on the 
most important function of trichlorethylene as an analgesic. 


Safety 


No one can disagree that safety is the first consideration 
with regard to any anaesthetic. Trichlorethylene (as 
“trilene”) has been employed at Hill End Hospital since 
January, 1940. During this time it has been used on over 
40,000 occasions, of which about a third were for induction 
and about two-thirds for both induction and maintenance of 
anaesthesia. The drug was administered in most cases by 
means of the Boyle semi-closed apparatus. We have never 
experienced any fatalities or incidents of collapse that could 
even remotely implicate trichlorethylene. Cases reported us 
primary cardiac failure have come from Haworth and Duff 
(1943), but it is difficult to be definite that this condition 
was the cause of the deaths. A more recent case that has 
been brought to our notice is even less conclusive. Tri- 
chlorethylene has now been employed so extensively that if 
it at all shared the dangers of chloroform, as some anaes- 
thetists believe, several unequivocal cases wou!d surely have 


come to light. 
Toxic Effects 


Cardiac.—Arrhythmias as described by Enderby (1944) 
occur in about 5% of cases. They do not arise in any par- 
ticular type of case or operation, and their cause is obvious 
in neither the patient nor the administration. The occur- 
rence of arrhythmias under trichlorethylene anaesthesia, as 
with cyclopropane, has not shown itself. as a dangerous 
condition in the cases in our experience. These arrhythmias 
have, indeed, never produced any untoward effect on the 
patients, and we have never been deterred from making use 
of trichlorethylene for all cases, save those with a pre- 
established arrhythmia or history thereof. We have often 
employed the drug for thyrotoxic patients presenting no 
history of auricular fibrillation, and have found no abnor- 
mal effect on the cardiac rhythm. Most arrhythmias are 
transient, especially if occurring early in the administration, 
and call for nothing more than the assurance of an adequate 
oxygen supply to the patient. Should the disorder persist 
the trichlorethylene is discontinued, with the substitution of 


|} ether if necessary. 


Respiratory.—Tachypnoea is very common, and can be 
produced to some degree in almost every case anaesthetized 
with trichlorethylene. The increase in the respiratory rate is 
caused by the action of the drug on the pulmonary stretch 
receptors (Whitteridge and Biilbring, 1946), which accounts 
for both the rapidity with which the condition occurs and 
the speed with which it can be abolished by withdrawal of 
the drug. The only means of combating an established 
tachypnoea is the abandonment of the administration of 
trichlorethylene. If the maintenance is continued solely by 


gas and oxygen it will often be found that the anaesthesia 
remains satisfactory. This is no doubt due to the low 
volatility of trichlorethylene and its consequent low rate of 
excretion—two factors that can be turned from a potential 
disadvantage to a real advantage, in that the drug may 
in all cases be discontinued early in the administration, 
the amount already given maintaining the anaesthesia. 
Tachypnoea can be avoided by so administering the anaes- 
thetic that not more than a trace of trichlorethylene—1 dr. 
(3.5 ml.) an hour—need be given for any length of time. A 
narcosis must first be established by means of thiopen- 
tone, ether, or any other suitable agent, after which tri- 
chlorethylene can be employed with a 20% mixture of oxy- 
gen in gas for maintenance. There is no doubt that the 
secret of a successful trichlorethylene administration lies in 
the employment of offly small quantities of the drug. 


Metabolic.—Acetonuria occurs quite often after trichlor- 
ethylene (Hewer, 1943), as with all local and general anaes- 
thetics (Schulze, 1924). The toxic effect of the drug on the 
liver has recently been investigated by means of the 
cephalin-cholesterol flocculation test (Armstrong, 1947) and 
found to be both transient and less than that of ether. 


Bleeding.—Complaints have been voiced by some sur- 
geons that trichlorethylene causes more bleeding than ether. 
We consider that these complaints, which are not un- 
common when either a new anaesthetic or a new anaesthe- 
tist is introduced, are unfounded except when a pronounced 
tachypnoea is occurring. 

Palsies.—Three to four years ago reports of cranial-nerve 
palsies following trichlorethylene anaesthesia appeared in 
the literature. Hewer (1943) reports three cases that were 
obviously due to gross contamination of the anaesthetic 
liquid. Humphrey and McClelland (1944) report 13 cases, 
of which two were anaesthetized with trichlorethylene in the 
closed-circuit apparatus, the remainder receiving cyclo- 
propane or ether from the same apparatus. They consider 
the lesions were probably due to the toxic effect of di- 
chloracetylene formed from trichlorethylene in the soda- 
lime canister. McAuley (1943) reports three cases of 
bilateral trigeminal anaesthesia following the administration 
of trichlorethylene on the closed-circuit system. The case 
reported by Enderby (1944) also received the drug by 
means of this type of apparatus; while Carden (1944) 
reports two cases—one of which was anaesthetized with 
trichlorethylene in the closed system, the other receiving 
cyclopropane by means of a similar apparatus immediately 
after a trichlorethylene anaesthetic had been given. Carden 
points out the great importance of the composition of the 
soda-lime. The unfortunate sequelae occurred after the 
employment of a brand of soda-lime that contained nine 
times as much sodium hydroxide as the usual preparation, 
as well as proving itself more hygroscopic and generating 
more heat when in use. It would perhaps be fairer to lay the 
blame for these nerve lesions on the soda-lime than on the 
anaesthetic. We have never experienced any such complica- 
tions of trichlorethylene anaesthesia, although we have 
eschewed the use of the closed system with this drug since 


1943. 
Practical Advantages and Disadvantages 


As already stated, trichlorethylene has a high analgesic 
value and a low rate of excretion, which properties permit 
small quantities of the drug to be used and allow its 
complete withdrawal early in the anaesthesia. Once 
narcosis has been established gas-and-oxygen anaesthesia 
can be administered, reinforced with trichlorethylene given 
in this way. The drug is non-inflammable, only slightly 
irritant, inexpensive, and possesses a pleasant smell. 
Recovery time is short if it is properly administered, and 
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there is no doubt that post-anaesthetic vomiting is infre- 


quent. Vomiting is certainly less common than after ether HOMOLOGOUS SERUM JAUNDICE ‘| hospite 


anaesthesia, when the patient’s recovery is in addition often BY —s 
attended with the unpleasant taste and smell of the record 
anaes the tic. K. B. SCOTT, MR.CS., D.R.C.O.G. transfu 
Trichlorethylene does not produce good muscular relaxa- aioe — 
tion and should never be employed with this object. Its GEOFFREY H. TOVEY, M.D. oom 
low volatility demands some form of apparatus for its Regional Blood Transfusion Officer, Southmead, Bristo) | . a 
invest gé 


administration, the simplest being the Marrett type of in- 
haler, while it appears unwise to employ the drug in the The following case history is reported to remind Clinicians 
closed-circuit machine. It is unsuitable for the maintenance of the importance of considering homologous serum jaun- 


of anaesthesia for children and in intrathoracic surgery, dice whenever a patient shows clinical signs of hepatitis H 
owing to the ease with which a severe tachypnoea is 
produced in both cases. Case History 

Uses A primipara aged 19 was admitted to Southmead Hospital 


, z ; because of an abscess in the right breast. On admission 

The three ways in which the agent may be used in modern ‘een to be jaundiced. The jaundice was said to pate ere 
anaesthetic practice are as follows. _ present for 14 days, Its onset was accompanied by nausea and 

Induction—The non-irritant properties of trichlorethylene anorexia and had been preceded by diarrhoea and lassitude for HUC 
stamp it as an excellent anaesthetic for this purpose. Much three days. The stools had been pale and the urine dark. A 
larger amounts of the drug may be given for this short diagnosis had been made at home of “ catarrhal jaundice,” 
period than should be administered for the maintenance of When admitted the patient’s temperature was 101° F, ; 
anaesthesia. Endotracheal tubes can be conveniently (38.3° C.), pulse 100, and respirations 20. Definite jaundice was§ The in 
passed “blind” after the establishment of narcosis with Present, and the liver was just palpable and tender. The stools§ tric pr 
thiopentone, followed by the inhalation of about six breaths pred ne ed Some 94 Vith a clinical diseuatl — 
of a mixture containing N.O, O,, trichlorethylene, and hepatitis (blood count, mild hypochromic anaemia, reticulocytes es t 
CO,. 1% ; van den Bergh reaction, biphasic ; serum bilirubin, 1.9 practic 

Maintenance.—Trichlorethylene may be usefully em- mg. per 100 ml. ; serum alkaline phosphatase, 22.8 units). The# conditi 
ployed as outlined above for all cases not requiring pro- Pytexia subsided in 48 hours after incision and penicillin, and D 
found muscular relaxation. This embraces almost all  @ high-protein and high-carbohydrate diet the patient made . 


, : : . : a steady recovery. Her urine became free from bile 15 days sequela 
operations outside the peritoneal cavity, and includes the after admission. The patient had been feeding a neighbours uncom: 


bulk of neurosurgical, orthopaedic, ear-nose-and-throat, and baby as well as her own. Neither baby showed signs off appear: 








| 
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ophthalmic practice. jaundice. cover 
Maintenance with Curare—We have found trichlor- Comments et al., =. 
ethylene an excellent drug to use with curare for abdominal It was discovered that because of a post-partum haemor- followi 


operations, and consider it preferable to ether, cyclopro- rhage the patient had received a transfusion of two bottles§ has rec 
pane, or repeated doses of thiopentone (Ostlere, 1947). The of plasma and one bottle of group O Rh-negative bloodg 00d, ' 
anaesthesia is exactly the same as for cases not requiring 79 days before the onset of the jaundice. The relatively lescent 
muscular relaxation, curare being added intravenously high incidence of hepatitis following plasma transfusions} ° al., 
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when necessary. (5-10%) would make it seem probable, therefore, that of plas 
Summary this was a case of homologous serum jaundice. gt 

A report is made of 40,000 administrations of trichlorethylene Fortunately this patient made a complete recovery ; but pr 
unattended by any fatality implicating the anaesthetic. The fatal cases have been reported (British Medical Journal, pl 
reported toxic effects of the drug are discussed, as well as its 1946, 2, 423), and the incidence of this complication follow- be po : 
practical advantages and disadvantages. The three ways in ing plasma or serum transfusions is great enough to hot 


which trichlorethylene may be used in. modern anaesthetic constitute a grave deterrent to the transfusion of these , 
practice are briefly described. fluids except for the express purpose of saving life. Fi 

I am much indebted to Dr. C. Langton Hewer for his permission The agent responsible for the hepatitis’ is thought to be nn to 
to publish this paper and for his assistance and encouragement during carried by certain batches of plasma only. Batches at ite om 
oo present issued may contain 500 or more bottles, and to canbe 
minimize the risks of patients developing homologous} 4, dete 
serum jaundice following a plasma transfusion it is nece-} with ,, 
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homologous serum jaundice are being missed in the samt§ with in 
, ; ‘ way, and we would stress the need to inquire into a historj§ (120 ml 
_, Addressing the Pharmaceutical Society of Great Britain on of a plasma, serum, or blood transfusion during the prej and sul 

Modern Knowledge of Protein Structure and its Pharmaceutical i545 six months whenever a patient shows signs suggestiv} Four 


° Significance,’’ Dr. Adrien Albert said that Ernest Gale, of Cambridge, Alp ‘ , ; : 
had shown that Gram-positive organisms, especially the cocci which Of hepatitis. Details of cases with a transfusion histoy another 


depend on an external source of glutamic acid for the synthesis of should be brought to the notice of the regional. blood} days. 
the proteins, were prevented by penicillin from taking up this sub- transfusion officer so that these officers in all other regiow his mot 
stance from the surrounding medium. He had also shown that may be informed of the serial number of the offendi and co! 
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hospital stores all remaining bottles. We are reminded, of 
course, of the great importance of clearly and accurately 
recording in the patient’s notes the batch numbers of all 
transfusion fluids given, for without a record of these 
numbers it is not possible to detecf and withdraw from 


circulation the infected batches. 
We are indebted to Dr. F. J. W. Lewis for the laboratory 


investigations. 2 
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HOMOLOGOUS SERUM JAUNDICE 


IN INFANCY 
BY 
JOHN APLEY, M.D., M.R.C.P. 
AND 


HUGH R. E. WALLIS, M.B., M.R.C.P., D.C.H. 
(From the Children’s Hospital, Bristol) 


The indications for intravenous plasma therapy in paedia- 
tric practice are many. Since plasma possesses all the 
therapeutic properties of whole blood, except those con- 
ferred by the red cells, it is especially indicated in shock 
with haemoconcentration and in hypoproteinaemia. In 
practice it is widely employed in the treatment of such 
conditions as burns and severe gastro-intestinal affections. 

Despite its widespread use, the complications and 
sequelae of plasma therapy in infancy are surprisingly 
uncommon ; homologous serum jaundice, for example, 
appears to be extremely rare. We have been able to dis- 
cover only one possible case in the literature (Scheinberg 
et al., 1947), though another more fully substantiated case, 
following not plasma but blood transfusion in an infant, 
has recently been described (Bruyn, 1947). In later child- 
hood, however, jaundice has followed the use of conva- 
lescent serum in several instances (Propert, 1938; Beeson 
et al., 1944), while in adults it is a common complication 
of plasma therapy (British Medical Journal, 1946, 2, 423), 
occurring in 7.3% of cases in one large series (Spurling et 
al., 1946). Various explanations may be advanced for the 
relatively low frequency of occurrence in infancy: a 
temporary passive immunity to the causative virus may 
be present at this period of life, hepatitis may occur but 
remain symptomless, or jaundice in infants may fail to be 
correlated with previous transfusion treatment. The history 
of the recognition of the condition in adults suggests that 
the last possibility is not unlikely to prove correct. For 
this reason two cases of fatal homologous serum jaundice 
occurring in infants are recorded, together with an inquiry 
to determine the incidence of this sequel after transfusion 
with reconstituted dried plasma. 


Case 1 


T.B., a male child who had never been inoculated or vacci- 
nated, had had no illness until the age of 7 months. He was 
then admitted to hospital with bronchopneumonia. He was 
treated with sulphathiazole and recovered from the pneumonia, 
but before discharge developed diarrhoea and vomiting. With 
these he became so severely dehydrated that he was treated 
with intravenous fluids, including reconstituted pooled plasma 
(120 ml. on each of two occasions, with an interval of six days), 
and subsequently made an uneventful recovery. 

Four months later, at the age of 1 year, he was admitted to 
another hospital. He had been sleepy and jaundiced for two 
days. He had not vomited, though his appetite was poor, and 
his motions had been pale. On examination he was jaundiced 
and comatose. The pupils were pin-point but reacted to light. 


_ There was no neck rigidity. The liver was palpable one finger- 


breadth below the costal margin. His temperature was 98.4° F. 


‘became jaundiced and was readmitted to hospital. 


(36.9° C.) on admission, but later in the illness it rose to 102° F. 
(38.9° C.). Coma continued for two days, and convulsive move- 
ments occurred occasionally. The child died after four days’ 
illness. 

The interval between the first infusion of plasma and the 
onset of jaundice was 122 days. . 

Necropsy Findings.—A post-mortem examination was carried 
out 60 hours after death. The child appeared plump and was 
moderately jaundiced. There were no haemorrhages on the 
body surface. Abnormal findings were as follows. Lungs: 
A small number of recent haemorrhages had occurred into 
the parenchyma posteriorly on both sides. The spleen was 
slightly enlarged (weight, 25 g.), and on section the pulp was 
firm and the surface flat. Small intestine: Peyer’s patches 
appeared hyperaemic but were not ulcerated. The kidneys 
were very pale, but histological study showed no change in 
architecture. The gall-gladder contained some rather pale bile 
which was easily expressed into the duodenum. The liver 
showed some post-mortem hypostases. It was of normal size 
(weight, 350 g.), and the surface was smooth and pale yellow 
in colour. On section the liver tissue was firm, appeared 
extremely fatty, and was slightly jaundiced. No haemorrhages 
were seen. The bile ducts were not dilated. 

Histology.—Unfortunately, post-mortem changes obscured 
the histological picture, but despite the short history of ill- 
ness there was subacute hepatic necrosis with a lymphocytic 
cellular infiltration around the portal areas. The number of 
recognizable liver cells was greatly reduced, and most of the 
survivors contained fat vacuoles. The bile ducts were un- 
affected ; they were not dilated, and contained no bile thrombi. 
A frozen section confirmed the impression that all the surviving 
liver cells were heavily laden with fat. 


Case 2 


S.J., a female child, had had no illnesses until she was 
11 weeks old, when she developed diarrhoea and vomiting, and 
was admitted to hospital. She was severely dehydrated, and 
was at once given intravenous saline and dextrose with 200 ml. 
of reconstituted pooled plasma. She recovered and was dis- 
charged well after two weeks. Six weeks later she began to 
pass frequent stools. After five days her urine was noticed 
to be bright yellow and she started vomiting. Next day she 
On admis- 
sion she was slightly jaundiced, but well nourished and not 
dehydrated. No other abnormality was noted. Two days later 
she had two convulsions and vomited some blood. Next day 
the convulsions became more severe and frequent, and she 
died. 

The interval between the infusion of plasma and the onset 
of jaundice was 63 days. 

Necropsy Findings.—A post-mortem examination was carried 
out three hours after death. The infant appeared well 
nourished, and there was slight jaundice with some cyanosis. 
No superficial haemorrhages were seen. Abnormal findings 
were as follows. In the Jungs a small number of subpleural 
haemorrhages were present, and there were some small foci 
of collapse but no consolidation. The spleen was dark red 
in colour, and was enlarged to three times the normal size ; 
histologically it showed only venous congestion. The liver 
was smaller than normal, with a smooth mottled yellow 
surface. 

Histology.—Sections from the left and right lobes of the 
liver showed a uniform degree of subacute necrosis, There 
was almost complete disappearance of the columns of liver 
cells, only a few islands of extremely fatty liver cells surviving 
in places. The liver sinusoids were intact and there did not 
seem to be any gross haemorrhages. The material between 
the sinusoids consisted of amorphous debris, with a cellular 
infiltration composed partly of polymorphonuclear leucocytes 
but chiefly of mononuclear cells. There was some early bile- 
duct proliferation, but no evidence of obstruction of any of 
the bile ducts. 

Comment 


The diagnosis of homologous serum jaundice in these two 
cases seems reasonably certain. The intervals between 
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the administration of plasma and the occurrence of jaun- 
dice (122 days and 63 days, respectively) fall within the 
accepted limits. There was no history of contact with 
patients suffering from infective hepatitis. Unfortunately, 
it proved impossible to trace other patients who had been 
treatéd with reconstituted plasma from the batches used 
in these two cases. Histologically the picture was the 
usual one of subacute hepatic necrosis. 

An attempt was made to ascertain the incidence of 
homologous serum jaundice in babies treated with plasma 
intravenously. Of 39 babies under 18 months old treated 
with reconstituted dried pooled plasma 26 survived the 
initial illness ; among these were the two cases described 
above. Questionaries were sent to the parents of the 
remaining 24 after an interval of six months or more; 
17 replies were received, and no further cases of jaundice 
were brought to light. Unfortunately, on the available 
material, only a small and entirely inadequate series of 
control cases could be investigated. Of 18 babies in the 
same age group as those previously described, and treated 

- during the same period with whole blood or saline 
intravenously, 12 survived. Questionaries were sent to their 
parents, but only five replies were received. Among these 
there was no report of the occurrence of jaundice. 


Summary 


Two fatal cases of homologous serum jaundice in infancy 
are described. One child developed jaundice 63 days after 
plasma infusion, and died at the age of 5 months, after a short 
illness characterized by vomiting and convulsions.- The other 
child was 1 year old when jaundice developed 122 days after 
infusion ; he died after four days’ illness, having been comatose 
for two days. 


No other cases of jaundice could be traced in 17 babies who 
had also been treated with intravenous plasma, or in five babies 
treated with intravenous saline or whole blood. . 


It seems possible that homologous serum jaundice in infancy 
may go unrecognized, just as it did until recently in adults, 
because of the long incubation period. The present investiga- 
tion into incidence, though inadequate, is reported in the hope 
that it will stimulate further reviews based on the systematic 
follow-up of cases treated with plasma ; by this means more sub- 
stantial evidence of the real incidence of homologous serum 
jaundice in infancy may become available. 


We are indebted to Prof. C. Bruce Perry for permission to record 
these cases and for his continued interest and encouragement. To 
Prof. T. F. Hewer our thanks are due for the necropsy reports. 
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The 1946 Year Book of General Therapeutics, November, 1945, 
to August, 1946, edited by Oscar W. Bethea (Year Book Publishers, 
Chicago, $3.75; H. K. Lewis, London, 21s.) is a_ well-selected 
summary of current medicai literature and gives a concise and 
balanced review of recent progress in therapeutics. The summaries 
include accounts of some of the newer sulphonamides likely to be 
useful in diseases of the colon, advances in the use of penicillin and 
streptomycin, the treatment of barbiturate poisoning with ampheta- 
mine, and recent experience with “‘ benadryl” in allergic disorders. 
It is interesting to note that with the advent of newér influenza 
vaccines (A and B viruses) patients no longer prefer the risk of 
disease to the unpleasantness of prophyiaxis. The Year Book is 
easy to read, well indexed, and enlivened by pithy editorial footnotes. 


Medical Memoranda 


ee 


Traumatic Delayed Rupture of the Gall-bladder 
in a Child Aged 9 


Traumatic rupture of the gall-bladder is an injury of cop. 
siderable rarity. Usually it is found in assogiation with Other 
abdominal injuries, these being of such a nature as to over. 
shadow the biliary lesion. The following case, though not 
unique, is thought to be of sufficient interest to Warrant 
recording. 








CasE REPORT 


A boy aged 9 years was admitted to hospital on July 29, 194 
Two days before admission he fell while attempting to jump from 
a stationary railway truck on to the embankment. He was uncop. 
scious for about half an hour, after which he was removed to a 
local hospital, where he regained consciousness. His condition 
was then one of mild shock, accompanied by vomiting. He was 
complaining of vague abdominal pain, and slight abdominal rigidity | 
was present. The usual measures to combat shock resulted jn 
marked improvement in his general condition, which remained 
satisfactory until the following evening, when he again complained 
of vague abdominal pain. On this account, and in view of the 
probability of laparotomy being necessary, he was transferred to a 
larger hospital. 


On examination the child did not appear shocked and lay quite ' 


at ease while being examined. Abdominal distension was not 
present, but on palpating the abdomen there was generalized tender- 
ness, maximal over the upper part of the right rectus muscle. 
Rigidity and ‘ rebound tenderness ” were absent, and there was no 
evidence of free fluid in the abdomen. On rectal examination the 
boy complained of pain about the umbilicus; otherwise nothing 
abnormal was detected. The pulse rate was 110 and the tempera- 
ture 98° F. (36.7° C.). A tentative diagnosis of retroperitoneal 
haematoma was made. 

Throughout the next two days his general condition remained 
excellent, the pulse being about 100 and the temperature varying 
between 98° and 100° F. (36.7° and 37.8° C.). This low-grade 
pyrexia was taken to indicate absorption from a _ retroperitoneal 
haematoma, and signs of peritonitis were still absent. 

On July 31 the boy’s condition suddenly deteriorated. He com- 
plained. of severe abdominal pain and signs of shock were evident. 
He vomited three times within half an hour, the vomitus consisting 
cf white frothy material. Abdominal examination revealed rigidity 
of the right rectus muscle and dullness of the right flank. 
Laparotomy was now considered necessary. 

Operation—The abdomen was entered by the right paramedian 
route. About 17 oz. (480 ml.) of bile-stained fluid was present in. 
the peritoneal cavity. This fluid was removed, and on exploring the 
abdomen a hole measuring about 1/4 in. (6 mm.) in length was 
found in the fundus of the gall-bladder. Signs of inflammation 
were not evident in the organ, and although the edges of the hole 
were discoloured the perforation appeared to be of recent origin. 
There was no lymph exudate or any evidence of adhesions to sur- 
rounding structures. The small bowel was slightly dilated but other- 
wise normal. Drainage of the gall-bladder was effected through the 
hole by means of a fine rubber tube, and that of the associated area 
by a “ cigarette’? drain. The abdomen was closed around these 
drains. 

No organisms were seen on microscopical examination of smear 
preparations, and culture of the bile-stained fluid from the abdomen 
showed no bacterial growth. 

Routine post-operative measures were employed to combat shock, 
and within twelve hours the patient’s general condition was satis 
factory. Convalescence was uninterrupted and the child was 
discharged well after twenty-one days. 


In the opening remarks I inferred that this case was nol 
unique. Two similar cases are recorded—one by Siegel (1909 
and a second by Hicks (1944). The latter case was one of 
perforation of the gall-bladder in a child aged 3 years ; in tht 
former, perforation occurred eight days after injury and wai 
explained as being a distension gangrene due to secondary infee 
tion when the cystic duct became occluded with blood clot. 


I should like to express my thanks to Mr. Matthew White foi his 
permission to record this case. ' 
Davip Frew Cou_ter, M.B.,. 
Resident Assistant Surgeon, Royal Hospital, 
for Sick Children, Glasgow. ; 
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BIOCHEMICAL BOUNDARIES 


Vitamins and Hormones. Vol. IV. _ Edited by Robert S. 
Harris and Kenneth V. Thimann. (Pp. 406. $6.80.) New 
York: Academic Press Inc. 1946. 

Annual Review of Biochemistry. Vol. XVI. Editor, J. Murray 
Luck; Associate editors, Hubert S. Loring and Gordon 
Mackinney. (Pp. 740. 36s.) California: Stanford University 
P.O. Annual Reviews, Inc. London: H. K. Lewis and Co. 


These volumes are excellent specimens of the survey work— 
conducted along two somewhat different approaches—done by 
our American colleagues in so many fields, and in few so 
effectively as in biochemistry with its many adjacent scientific 
ferritories, from pathology to organic chemistry, from animal 
nutrition to marine bacteriology, from endocrinology to chemo- 
therapy. So useful are the series to which these two volumes 
are the latest additions that they arouse once more the gravest 
misgiving about the present indiscriminate slashing at book 
imports imposed under the banner of crisis economy and dollar 
savings. The unprotected scientific worker who cannot have 
such books on more or less permanent loan from his institu- 
tion or a public library (and the number who can are negligible) 
is irretrievably handicapped in the pursuit of his own immedi- 
ate researches, and the results of his work and their practical 
application may be forestalled by those who are not obstructed 
by unimaginative measures of pseudo-economy. Such measures 
must have a directly adverse effect on the “ export drive,” which 
the scientific worker’s sacrifices are designed to further. 

For example, can the agricultural biochemist concerned with 
problems of milk production remain ignorant of Houssay’s 
‘survey of “The Thyroid and Diabetes,” or Reineke’s of 
“Thyroactive lodinated Proteins” (Vitamins and Hormones, 
1V)? How can the physician—a contributor to national health 
and therefore to morale and output—wishing to study research 
on blood dyscrasias fail to profit by reading T. D. Spies’s 
review of “The Use of Pteroylglutamic Acid in Clinical 
Studies” (Annual Review, XVI) or Pfiffmer and Hogan’s 
article on “The Newer Hematopoietic Factors of the Vita- 
min B Complex” ? The answer to these questions must be 
as obvious to every research worker as it is apparently obscure 
to an administration still effectively blind to the value of 
scientific research. 

These volumes maintain the high standards we have come to 
expect of them. It is a pleasure to note that the Annual 
Review, nearly 60 pages longer than the 1946 volume, main- 
tains its partly international character and that British authori- 
ties have contributed three out of the 25 chapters; the re- 
mainder, apart from one Canadian and one Swedish comiribu- 
tion, all come from the U.S.A.* The authors of these 25 
chapters cover every aspect of biochemistry with a great array 
of concise and carefully classified information based on the 
most recently published papers in every part of the world. 
Most of the 31 authors are on university staffs, but six are 
working in independent research institutions and five in industry. 
As before, the editors have chosen with tact and discrimina- 
tion, and the contributors have fully justified their selection. 

Vitamins and Hormones maintains equally well its some- 
what different, and much younger, tradition: The physical, if 
not the spiritual, descendant of the pre-war Ergebnisse der 
Vitamin und Hormonforschungen, of which only two volumes 
ever appeared, it has now settled well into its stride. Bio- 
chemical and endocrinological topics are considered in a more 
detailed and more critical manner than in the Annual Review ; 
thus a smaller number of subjects can be covered annually, so 
that a more cunning and discriminatory selection has to be 
made. And very well made it is again. Though choice of the 
most practical review in this volume—at any rate from the 
point of view of applied medicine—must be between F. W. 
Clements’s “ Manifestations of Nutritional Deficiency in 
Infants” and Roy Hertz’s short account of the “ Effect - of 
B Vitamins on the Endocrinological Aspects of Reproduction,” 
the laboratory worker may be more interested in Sidney A. 
Thayer’s “Methods of Bioassay of Animal Hormones,” a 


fairly complete survey, albeit in some places rather superficial. 
Readers in every branch of medical science, however, should 
make it a duty to read—and for the discriminating it will 
become a pleasure to re-read—the masterly and fascinating 
essay by Howard A. Schneider, of the Rockefeller Institute, 
on “ Nutrition and Resistance to Infection ; the Strategic Situa- 
tion.” It is as pretty a piece of scientific writing, as cogent a 
piece of constructive logical thinking, as has come my way 


for many a long year. 
A. L. BACHARACH. 


SEXUAL PERVERSION 

Sinn und Gehalt der Sexuellen Perversionen. By M. Boss. 

(Pp. 130. 12 Swiss francs.) Berne: Medizinischer Verlag Hans 

Huber. 1947. 
The main part of this small book on the meaning and idea of 
the sexual perversions consists of eight full case histories each 
describing the personality of a pervert, his development, and 
symptoms. The history of these patients, some of whom had 
been treated on analytical lines, and the interpretation of their 
lifelong conflicts are fine psychological and biographical writing 
by a humane and understanding physician. Boss’s argument 
is a battle on two fronts: against Freud’s explanation of perver- 
sions as regression to a childish stage of sex development, and 
against the view of certain Continental writers who judge per- 
verse behaviour as depraved and degraded substitutes for a 
broken sex life. In contrast Boss points to the positive human 
values hidden even under absurd deviations of erotic fulfil- 
ment ; only if we recognize these values can we hope to under- 
stand the patient and help him towards normality. Boss’s ideas 
represent an important development in analytical psychopatho- 
logy. Unfortunately they are cloaked in the heavy language of 
“ existentialism,” which seems to resist transcription into plain 


English. 
W. MayeEr-GRoss. 


SIXTEENTH-CENTURY PROPHYLAXIS 

Una Epidemia de Peste Bubonica en el Siglo XVI. By Dr. Don 

Jose Vifies Ibarrola. (Pp. 133. No price given.) Pamplona: 

Editorial Aramburu. 1947. 

The Chief Health Officer of Navarra has a triple object in 
describing this epidemic of bubonic plague in the sixteenth 
century. He uses many contemporary documents from the 
municipal archives of Pampeluna to show that this outbreak 
was not associated with an epizootic, that the chain of infec- 
tion was patient, fomite, flea, heaJthy person, and that the lack 
of bacteriological knowledge did not prevent Joan de Lortia, 
with his 42 years’ experience of plague, from introducing 
measures as effective as those taken against typhus before the 
use of D.D.T. 

Dr. Ibarrola gives an intimate picture of domestic conditions 
in a European city of 30,000 inhabitants in 1599 and shows 
how the control of plague in Pampeluna was a local achieve- 
ment, for, whereas its morbidity there was 1.14%, that of the 
epidemic at Santander (1596) was 45.93%. This success was 
due not only to the rapid organization of a complete plan of 
control ‘under an experienced staff which included doctors, 
nurses, disinfectors, undertakers, and guards, but to the recog- 
nition, so rare for the period, that here was no visitation of 
divine wrath but a contagious disease which could be traced 
to individuals and fomites. Preventive measures included a 
daily muster of the entire population, notification of the sick 
and their immediate examination and isolation, isolation and 
quarantine of all contacts, boiling all suspected clothing, 
terminal disinfection, sanitary inspection of houses and streets, 
supervised disinfection of houses, destruction of bedding by 
fire, burying excreta and dressings under lime, and even the 
isolation of drinking-vessels. There is no reference to dead 
rats, and the available statistics of topographical and familial 
incidence, together with details of incubation periods, all support 
the opinion that the rat took no part in this epidemic. The 
author considers that, even after the arrival in Europe of 
R. norwegicus in 1727, many epidemics have occurred without 
the intermediation of that animal and that far too much atten- 
tion has been given to this mode of spread. ,The absence of 
detailed references seriously diminishes the value of this book. 


J. J. KeEevi. 
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RECENT PAEDIATRICS BOOKS RECEIVED 


The 1946 Year Book of Pediatrics. Edited by Isaac A. Abt, 
D.Sc., M.D., with the collaboration of Arthur F. Abt, M.D. 
(Pp. 464; illustrated. $3.75 or 21s.) Chicago: The Year Book 
Publishers Inc. London: H. K. Lewis and Co. 1946. 
Once again the two Professors Abt, of Chicago, have reviewed 
the literature to produce the 1946 Year Book of Pediatrics. 
Welcome signs suggest that more European publications are 
available, and there is a gratifying number of abstracts based 
on papers in the British Archives of Disease in Childhood. 
The authors of one Dutch paper quoted discuss what are 
termed “pontile tumours”: surely the more usual topo- 
graphical adjective is “pontine.” But it must in fairness be 
said that random sampling has revealed no other obvious errors. 
Streptomycin is briefly mentioned in the official statement issued 
by the special committee of the National Research Council 
and referred to in other sections for its use in tuberculous 
meningitis and as a urinary antiseptic. The illustrations have 
been carefully chosen and most have been well reproduced. As 
usual, the editorial comments are a valuable part of the book, 
and there is a good subject index. The now familiar “ quiz” 
of twenty questions on the cover proved too difficult for one 
reader at least to obtain a pass mark, which indicates, among 
other things, the vast amount of new paediatric literature being 


published each year. 
A. MONCRIEFF. 


ATOMIC ENERGY 


By R. R. Nimmo, M.Sc., Ph.D. 
London: Pilot Press. 1947. 


By K. Mendelssohn, M.A., Ph.D., 
6s.) London: Sigma Books. 


Atomic Energy. (Pp. 201; 


45 figures. 9s. 6d.) 


What is Atomic Energy? 

F.Inst.P. (Pp. 180; 37 figures. 

1947. 
Atomic energy is an intrinsically difficult subject and one which 
cannot be understood in any serious sense without some effort 
of apprehension. On the other hand, it is not only of obvious 
and general importance, but of particular interest to medical 
and biological science because of the increased supplies of radio- 
active materials which are already becoming available and the 
health problems to which it gives rise in peace and to an infi- 
nitely greater extent perhaps in war. There is also the natural 
interest of all scientific workers that research should not be 
allowed to suffer from other considerations. Any book which 
can help the doctor in a first approach to these problems is 
therefore to be welcomed. The writers of each of these 
volumes is a professional physicist, and the choice between 
them must be largely dictated by the amount of effort which 
the individual reader is willing to make. 

Dr. Nimmo’s book is the more substantial of the two, and 
has been planned on the basis that all frills and inessentials 
are sternly avoided. The result is that the educated reader 
who begins at the beginning and reads steadily and carefully 
to the end, stopping occasionally to think and to undertake a 
little personal exercise, will emerge with some genuine under- 
standing of the sequence of discovery which led to the release 
of atomic energy, as well as practical methods of research, and 
will be left with a reasonably solid foundation on to which 
further reading can usefully be grafted. On the other hand, 
there is little titivation, for both writing and illustration are 
utilitarian and restricted to the purpose of the book. 

Dr. Mendelssohn is also serious in his intention, but offers 
more by way of bait. Stylistically, Nimmo’s opening statement 
that “in the middle ages the transmutation of metals was 
widely accepted as a possibility” is paralleled by the more 
flamboyant, “ Since the dawn of history man’s mind has contem- 
plated the variety of materials which surround him and which 
have played an ever increasing part in his daily life.” Pictori- 
ally, the illustrations are rather of the kind favoured as “ visual 
aids.” In addition, he has somewhat less space at his disposal. 
The result, as might be expected, is a book which offers less 
reward. for correspondingly less expenditure of energy. Both 
books are good of their kind, and the choice between them 
must depend on the time and manner of reading. In a train 
or after a long day’s work one might prefer Mendelssohn ; in 
the study and under more favourable conditions, Nimmo. 


A. W. HASLETT. 


[Review is not precluded by notice here of books recently received} 


Hearing Aids. By Hallowell Davis et al. (Pp. 197. 
London: Geoffrey Cumberlege. 1947. 


An account of experiments carried out in the U.S.A. t i 
a , t r S.A. to deter 
a suitable design for hearing-aids. = 


Ils. 6d.) 


A Handbook for the Diagnosis of Cancer of the Uterus kyt 
Use of Vaginal Smears. By Olive Gates, M.D., and Shield 
Warren, M.D. (Pp. not numbered. 22s.) London: Geoffrey 
Cumberlege. 1947. 


Profusely illustrated with photomicrographs. 


The Conquest of Brain Mysteries. 
F.R.C.S. (Pp. 174. 6s.) London: Macdonald. 


Psychology and psychiatry for the layman. 


By George Bankoff, M.D. 
1947. 


La Rage. By P. Remlinger and J. Bailly. (Pp. 193. 
Paris: Librairie Maloine. 1947. 


A monograph, including historical details, on rabies. 


350 francs.) 


Contribution a l’ Etude Physique, Physiologique, et Clinique de 
l’Electro-Choc. By Marcel Lapipe and Jaques Rondepierre. 
2nd ed. (Pp. 374. 380 francs.) Paris: Librairie Maloine. 1947. 


A general account of electric convulsion therapy based on the ’ 
authors’ experience. ' 


~ 


Le Médecin a la Recherche d’une Doctrine. By Dr. L. A. 


Rousseau and Jean Tétau. (Pp. 190. 153 francs.) Paris: 
Librairie Maloine. 1947. 

Essays on the art of medicine. 

Homeé opathie. By J. Tétau. 2nd ed. (Pp. 202. 200 francs.) 
Paris: Librairie Maloine. 1947. 


A manual of homoeopathic therapy. 


By Lowell S. Selling, M.D, 
(Pp. 561. 32s. 6d.) London: 


Synopsis of Neuropsychiatry. 
Ph.D., Dr.P.H., F.A.C.P. 2nd ed. 
Henry Kimpton. 1947. 


A summarized account of neurology and psychiatry. 
Recherches sur la Sclérose en Plaques. 


Lavastine and N. T.. Koressios. 3rd ed. 
Paris: Librairie Maloine. 1947. 


An investigation into disseminated sclerosis, with many case histories, 


By M. Laignel- 
(Pp. 511. 850 francs.) 


Textbook of Embryology. By H. E. Hordan, M.A., Ph.D., 
Sc.D., and J. E. Kindred, M.A., Ph.D. Sth ed. (Pp. 613. No 
price.) New York and London: D. Appleton-Century. 1948. } 


Intended primarily for medical students. 
Energametrie. By Gabriel Bidou. 
Librairie Maloine. 1947. : 


A monograph on the measurement of work done by the human 
subject. 


(Pp. 102. 250 francs.) Paris: | 


Gynécologie Médicale. 
(Pp. 733. 2,140 francs, 
covers.) Paris: Librairie Maloine. 


A textbook of gynaecology. 


By J. E. Marcel and Maurice Fabre. 
paper covers; 2,540 francs, cardboard 
1947. 


Gardiner’s Handbook of Skin Diseases. Revised by John 


Kinnear, O.B.E., T.D., M.D., M-R.C.P., D.L. Sth ed. (Pp. 250. 
15s.) Edinburgh: E. and S. Livingstone. 1948. ' 
A manual with many illustrations for students and generall 
practitioners. } 


The Essentials of Modern Surgery. Edited by R. M. Hanéfield-' 
Jones, M.C., M.S., F.R.C.S., and A. E. Porrit:, C.B.E., M.A., M.Ch.,i 
F.R.C.S. 3rd ed. (Pp. 1,256. 50s.) Edinburgh: E. and S. Living- 
stone. 1948. ‘ 


A textbook of clinical surgery intended primarily for students and 
general practitioners. fT 


Textbook of General Surgery. By Warren H. Cole, M.DP? 
F.A.C.S., and Robert Elman, M.D., F.A.C.S. Sth ed. (Pp. 1,160 
$11.00.) New York and London: D. Appleton-Century. 1948. _ 


A textbook for student and general practitioner. 
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THE RIGHT TO ATTACK 

nes.) “Don’t be impudent” was the reply given by Mr. Bevan 


on Dec. 3 to a sensible question quietly put to him by a 
member of the Negotiating Committee who is still an inde- 
ede pendent practitioner. When asked another question on 
7 »} compensation Mr. Bevan said the Committee should be 
the careful not to drive him too far on the question of com- 
pensation, because the profession had no real right to it. 

And towards the end of the meeting he said that if there 
were not enough practitioners in the Service two years 
after the appointed day there would be a “sharp diminu- 
tion” in the capitation fee. We are not drawing attention 
to these facts in order to score off Mr. Bevan or to stir 
up partisan prejudice against him. These incidents were, 
it is true, uncomfortable examples of his intransigence. 
But what is important is the danger to medicine illustrated 
on:. | by the present Minister’s behaviour. We do not stress 
this because the vehicle of the behaviour is Mr. Bevan; 
after all, he won’t be Minister of Health for ever ; in fact, 
nel- | if the present Government has a renewed lease of life in 
me: the next election Mr. Bevan may well be a candidate for 
much higher office than that of Minister of Health. The 
)| danger lies in the all-powerful control of the medical pro- 
Ds fession by any political office-holder, in the nationalization 
8. 31 of medicine, in the subordination of medical men to the 
State machine. If a Minister can treat independent mem- 
bers of a learned profession in the way described when he 
is supposed to be negotiating with them, what treatment 
nan | may professional representatives at some future date expect 
to receive at the hands of an ambitious politician who has 
bre. | complete control over all 2spects of medical life—who 
ard} owns all the hospitals, all the practices, employs all medical 
men and women, and who can alter their lives and liveli- 
‘| hoods by the issue of Orders and Regulations? The doc- 
a trinaire theorist, seeing nothing but the supposed virtues 
i} of plans and planning, devises State schemes attractive in 
erallf their apparent simplicity, and satisfying to an obsessional 
\idemand for administrative tidiness. The doctrinaire talks 
eid-'§ about the State as if it embodied all the wisdom and virtue 
a that very few individual men have ever possessed; and 
‘| with the decay of the old faiths the State is now worshipped 
anéi§.as a god and as a god whose principal attribute is power. 
'{ The doctrinaire, sincere but woolly-headed idealist, forgets 
that the State is a group of politicians holding power, for- 
60,| gets that a State Medical Service means a Service organized 
and controlled by an administrative Department at the head 


ris : 
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of which is a politician who uses his office primarily as a 
method of pursuing political ends. 

We have always believed, and have said so, that 
Mr. Bevan has wished to provide the country with 
improved medical services. We have hitherto believed 
him when he said that in doing this he genuinely wished 
to secure the co-operation of the medical men and women 
of this country—or at least of the majority of them, for 
there will always be a minority dissatisfied with whatever 
happens. We may continue to believe that Mr. Bevan 
wishes to provide this country with improved medical ser- 
vices, though we may have grave doubts whether his Act 
provides a real opportunity for doing this. But we begin to 
doubt his assertion that he desires the co-operation of the 
medical profession, because—to use a current vulgarism— 
he seems in recent months to have leaned over backwards 
to avoid obtaining this. Mr. Bevan the politician has got 
the better of Mr. Bevan the Minister of Health. 

The keynote to his present tune was sounded by the 
Tribune. If Mr. Bevan was to give way to a “ reactionary 
profession ” he would desert the sacred cause of socialism 
—would endanger, may we suggest, his place at the head 
of the keep-left movement. dn his letter to the three Presi- 
dents in January of last year he opened the door for 
negotiations on the Act, and it was clear to him, as to 
everyone else, that those negotiations were for the purpose 
of amending the Act, as the last plebiscite said “ No” to 
negotiations on Regulations. The negotiations started by 
Mr. Bevan between the officers of the Ministry of Health 
and the Negotiating Committee and its various subcom- 
mittees were rendered farcical by Mr. Bevan’s conduct of 
the final discussion on Dec. 2 and 3. He chose the method 
of humiliation, not of conciliation. The Committee might 
with justice have addressed to Mr. Bevan these words of 
Benjamin Franklin, “Those who would give up essential 
liberty to purchase a little temporary safety deserve neither 
liberty nor safety °—to borrow from a forthright editorial 
in the current issue of the Medical Press. 

We should not, however, allow ourselves to become too 
indignant about the way we have been treated by one man 
—even though that one man is given by the National Health 
Service Act supreme and absolute authority over medical 
men and women. As doctors we can allow for the 
explosiveness of a fervent character. But the whole 
episode has this one important lesson which as a pro- 
fession we must take to heart and mind—the dangers of 
monopolistic control in the hands of one man over the 
whole of the medical profession. In a leading article nearly 
four years ago! we drew attention to the views of some of 
the planners of medicine and the forces behind them. In 
a pamphlet on the National Health Service White Paper 
the Communist Party then stated : “ The Government’s pro- 
posals have been published after a very great deal of pres- 
sure from the Labour and Communist Parties, Co-operative 
Organizations and Trade Unions, and health workers’ 
organizations, such as the Socialist Medical Association.” 
“ Control,” the Communist pamphlet stated, “will be in 
the hands of the State and local authorities . . . and stan- 
dards will be laid down.” P.E.P., in its commentary 


1 British Medical Journal, 1944, 2, 47. © 
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on the same White Paper, put in a nutshell the real case 
against a State Medical Service in these words : 

“ Much will depend upon the attitude of the Treasury, 
the effectiveness of the Central Health Services Council, 
the personality of the Minister, the alertness of his 
officials, and the political complexion of Parliament.” 

We agree with P.E.P. that much—far too much—will 
depend upon these key features in the National Health Ser- 
vice, and think it would be deplorable if the medical profes- 
sion and the public were ever to be placed in a position of 
dependence upon these things. Our esteemed contempo- 
rary, the Lancet, does its best to support the Minister in 
its advocacy of the National Health Service Act. While 
we respect the sincerity with which its views are sustained 
we believe we are not doing it an injustice in detecting in 
its columns the same doctrinaire worship of State power 
that is the modern fashion. A Minister, the Lancet writes, 
“ must hold powers of negative direction . . . and we have 
never been persuaded that the exercise of these powers 
would ever involve any substantial hardship.” In com- 
paring the opposition of the medical profession with the 
opposition to the building of new towns the Lancet 
observes that the result of such opposition is “that no 
new town can ever be built unless ruthless authority is 
exerted” (our italics). “Ruthless authority” is a less 
euphemistic expression than “compulsory co-operation.” 
And the Lancet says this, apparently with approval: 
“If the profession cannot find itself ways to prevent 
grossly unfair certification by a proportion of its members 
some subsequent Government may indeed feel obliged to 
safeguard these funds [public funds] by changing capita- 
tion fees into salaries.” Because some men offend, all 
men are to be treated as if they were offenders—a curious 
argument. Is this the real reason why Mr. Bevan insists 
upon the new Health Service starting on July 5 although 
he is not yet ready with plans for the building and setting 
up of his key structure for the general practitioner service 
—namely, health centres—and is this the real reason for 
the universal basic salary ? 

The plebiscite form is to-day being posted to all practi- 
tioners in Britain. The B.M.A. Council and the I.A.C. have 
expressed their attitude to the Act in its present form in 
short statements published elsewhere in this Journal. Their 
joint view is that the Act as it stands is harmful to medi- 
cine. The Council of the Royal College of Surgeons passed 
the following resolution last week : 

The Council of the Royal College of Surgeons of 
England, while believing that every member of the pro- 
fession must act according to his conscience in deciding 
whether to accept service under the National Health Ser- 
vice Act, is of opinion that fellows and members of the 
College should do all in their power to maintain the 
unity of the profession in its endeavour to attain the 
highest ideals of service. 

This call for unity could not have been more timely. 
General practitioners have been uneasy about the attempts 
of Mr. Bevan to divide the consultants against them. 
Mr. Bevan provided in his Act a special and favoured 
place for the teaching hospitals. Last month he offered 


2 News Chronicle, Jan. 16, 1948. 





consultants an assurance that seemed to be financj 
tempting—for example, by suggesting that he would set 
aside in State hospitals beds with no ceiling on fees, It 
is therefore encouraging that the honorary consultant staff 
of the London Hospital—the largest teaching hospital jp 
London—should pass unanimously the two following reso. 
lutions at a meeting of the London Hospital Medica} 
Council on Jan. 21: 

(1) that in the view of this Council no step which leads 


towards whole-time State salaried medical service would 
be in the best interests of the community ; 


(2) that in the opinion of this Council consultants ang 
specialists should not take service under the new Health 
Act until agreement has been reached with the profession 
as a whole. 


On Jan. 26 the medical staff of St. George’s Hospital dis. 
approved of the present Act by 28 votes to 1, and by 25 
votes to 4 agreed to abide by the majority decision in the 
plebiscite. On Jan. 21 the Faculty of the Bristol Royal 
Hospital, the registrars included, discussed the National 
Health Service Act. A secret ballot was held : out of the 
60 medical men present, 56 voted not to take part in the 
Service under the Act; only 2 voted for service, and 2 
remained undecided. The Council of the Royal College of 
Surgeons has asked for unity. Three important teaching 
hospitals by resolution have paved the way, and should 
encourage those who may still be undecided or fearful. 

Those who still fear that to say No is to oppose the 
will of the majority should take heart from a recent state- 
ment of the Lord President of the Council, Mr. Herbert 
Morrison? : 

“ Particularly would I add the right to attack and go 
for the Government of the day. That, perhaps, is the 
biggest single test of democracy. To go for the Govern- 
ment of the day is a sacred British possession. Any 


Government which tries to take that from you is a danger 
and a menace, and you had better get rid of it.” 


Mr. Morrison and Mr. Bevan have both reminded us 
of our right to individual and collective opposition. Every 
doctor in the country should now follow the dictate of his 
conscience in answering the questions on the plebiscite 
form. 








CENSORSHIP 


The word “freedom,” like the word “democracy,” hat 
become so abused that what it stands for in these days # 
becoming lost sight of. But the coin is still there, evea 
though its image and superscription have been rubbedj 
away by rough usage. It does not mean the abuse @ 





JAN. 


not all 
medica 
health | 
meeting 
Service 
silence. 
not foll 
instruct 
to join ‘ 
had sor 
to then 
sort of 
set an ©: 
doms 0! 
battered 
freedom 
We s 
of asser 
science. 
sponden 
by a le 
letter by 
of the F 
take up 
Mr. Joh 
the Min 
cation 0 
wholetin 
servants. 
life is ir 
attentior 
Secretar’ 
of Comr 
AC 
of his 
subjec 
duties 
stand 
of the 
Servic 


The qi 
present p 


‘fession ¢ 


necessary 
tive oppc 
reopened 
imperati' 
tegard tc 
in the m 
Health m 
It is a 





liberty called licence, but it does—at least so we like 
believe—still mean freedom of assembly, freedom of publi, 
cation, and freedom to say Yes or No to questions put by. 
free men to each other. These three freedoms are nof, 
being called in question. A short time ago the medial, 
officers of one of His Majesty’s armed Forces wanted to 
hold a meeting to discuss the National Health Service Ad 

and to hear the views of medical men not members of that 
Force. They were forbidden to hold this meeting and w 
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Acially} pot allowed to listen to dangerous thoughts. A county leading article in 19431 we drew attention to the fact that 
Id set} medical officer of health recently instructed the public no medical man in the service of the L.C.C. could submit 
8. It} health officers on his staff not to take part or vote in a for publication a scientific article or a letter without the 
t staff] meeting held in their area to discuss the National Health permission of the Chief Medical Officer of the L.C.C. The 
ital in} Service Act. They were present but had to sit in enforced L.C.C. subsequently amended its Standing Orders so as 
Teso~! silence. These public health officers, so instructed, could to allow medical men in its service to submit scientific 
edical | not follow the example of the Willesden nurses who were articles without seeking the permission of the Chief Medi- 
instructed by the Medical Officer of Health for Willesden cal Officer, but at the same time so worded the new Order 
leads | to join a trade union. The nurses resigned, and presumably as to disallow the submission of letters or articles on other 
would! had some safeguard in that there was an alternative open professional matters without such permission. 
to them—to work elsewhere. It is intolerable that this The Minister of Health has already secured in the Act 
s and# sort of thing can happen in a country that in the past has freedom to withhold the report of the Central Health Ser- 
lealth} set an example to the world in its fight for the essential free- vices Council if it is in the public interest to do so. The 
*ssion doms of Western civilization, and which has just emerged, public, of course, will have no opportunity of knowing 
battered but victorious, from a war fought to preserve the whether or not it was in its interest to withhold publica- 
I dis-} freedoms won in the past. tion. With more and more medical men employed whole- 
by 251 We see in the above two examples denial of freedom time in a State Medical Service, with, in fact, all the 
n the} of assembly, denial of freedom to vote according to con- doctors receiving their remuneration from the public funds 
Royal§ science. The third threat has been the subject of corre- controlled by the Treasury, what freedom to publish not 
tional | spondence in this Journal started in our issue of Dec. 27 only scientific articles but articles on a whole range of 
f the} by a letter from Mr. Johnston Abraham, followed by a professional matters will the medical employee of the State 
n the } Jetter by Mr. R. F. West, Chairman of the Medical Group be likely to have? The correspondence columns of the 
nd 2) of the Publishers Association. Distinguished medical men B.M.J., the open forum for the medical man to discuss 
ge of | take up the theme in this week’s correspondence columns. fearlessly what he thinks about any aspect of professional 
ching) Mr. Johnston Abraham was, because of his experience with Work and life, will be filled with anonymous contributions, 
10uld| the Ministry of Education, anxious about the future publi- Written by men who will not dare call their names their own. 
‘ul. -} cation of books written by medical men who, if working These fears may sound fanciful now, but if we passively 
: the | wholetime in the new National Health Service, will be State allow our freedoms to be filched from us one bjn¥:e, free- 
state-| servants. “The whole idea of such a censorship in civil 40m of opinion and freedom of publication will disappear 
rbert| life is inimical to freedom of thought.” Mr. West drew With the rest—in the public interest, no doubt, as inter- 
attention to the following reply given by the Financial preted by the owners of the State machine. 
id go Secretary to the Treasury to a question asked in the House 
s the }of Commons on Nov. 6 by Mr. Isaac J. Pitman. 
ones A Crown servant must obtain the consent of the head JUVENILE DELINQUENCY 
7 , Pawo" 
mur] Se Deparment fo the ubleton of amy work the The large increas in juvenile delinquency during the wa 
duties or those of other public servants. . . . I under- and post-war or~?. has once —— drawn attention to this 
d ys} Stand that no rules have yet been made for employees problem. Indeed it has been said that the vast majority | 
veld of the new bodies set up under the National Health not only of adult criminals but also of the unproductive 
his Service Act. - and antisocial members of the community—the “ drones ” 
iscite} The question of censorship is as important as any of the and “ spivs” of whom ne hear pon much—come from the 
present points of conflict between the Ministry and the pro- vaaks @f Ghose wae during chile abet > me aceeenene 
fession about the National Health Service Act. If the wer ¥ already recognized as. incipient delinquents. ver 
necessary majority of Noes is obtained to justify collec- pe ae eg has now advanced well beyond the stage in which 
tive opposition to Mr. Bevan’s Act, and if negotiations are at Woe SURIPERED Gat ae outy es we me youte ene 
reopened to secure amendments to that Act, it will be = “ae dose of physical punishment. Educational 
hab limperative to see that some amendment is put in with a heey wt ral ian rane Gant cach. cand Aone 
YS Bltegard to publication of books and of articles and letters ™ pe = Ang pet. P -. P stig adapted treatment, 
evellin the medical press, whatever assurances the Minister of — scientifi deco: . ee sare se A 
bbeli/Health may yet give on this matter. nip oi ore aCe 
se of} It is a common experience of the Editor of this Journal British psychologists ied ite bmi in the scientific study 
<€ it) be asked by medical men employed by local authorities “ Goliaquen ey. The ee le sepmton hans rr L-group 
Ublin to publish letters under a pseudonym. Assistant M.Os.H. together with sign ie methods of testing and 
it Wjand deputy superintendents of hospitals have said in cover- poeone a page + ee or pos at, sent ane 
not ing letters that if their legitimate criticisms are published prot a - “¥e —_ aa ency itself is ant “ simple 
di@ljwer their name their security in the service would be ‘abl . ae fom with e highly 
d {0ftireatened and their chances of promotion diminish to etna my pa ee mana: i — 
Attvanishing-point The Editor, though reluctant to publish widely fr ee oe sn ees es — may differ 
"tha anonymous letters, has always met these requests. In a alee oe rae ee eee + nies of Burt - 
a pool and in London were followed by the investiga- 


1 British Medical Journal, 1943, 1, 323. 
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essential causes of juvenile delinquency are now fairly well 
established. Most urgently needed are similar investiga- 
tions into the efficacy of different methods of treatment 
as judged by the after-histories of cases of various types. 
Apart from a small number of follow-up inquiries carried 
out on delinquent cases first coming under observation in 
L.C.C. schools, comparatively little research of this kind 
has so far been undertaken in this country. Reports on 
the later careers of youths discharged from Home Office 
schools and other institutions are generally too vague and 
too meagre to yield a basis for practical measures. The 
obvious method, adopted in the London inquiries, is to 
follow the recognized statistical principles for calculating 
life tables and for determining survival rates or immunity 
rates after specified forms of treatment. In the London 
cases it was found that of persons “exposed to risk” 
during equal periods (15 years) as high a proportion as 
40% succumbed among those who had been treated psycho- 
logically, either at child-guidance centres or elsewhere, 
while between 50 and 60% could be regarded as successes. 
Among cases of equal gravity that had received no special 
study or treatment the spontaneous recovery rate was just 
over 40%. 

The same method of analysis has been employed on a 
far larger scale in an inquiry undertaken by the State 
Institute of Human Genetics in Sweden.' The material 
analysed consisted of cases recorded in the files ef the 
Malmé gma Welfare Board over a period of 37 years 
—from 1903 to 1940. More than 2,300 children were 
divided into four main groups: children who had been 
brought before the juvenile court ; children who had been 
found so delinquent that special measures were required 
for their correction; children who had come from bad 
homes and were guilty of some minor delinquency only ; 
and non-delinquent children who had been removed from 
bad homes solely for preventive purposes. The last served 
as the control group. The after-history of each case was 
traced to the beginning of 1944. The requisite information 
was obtained from foster homes, welfare committees, the 
penal register, the police gazette, and all other relevant 
sources that were accessible. The investigation was mainly 
concerned with the “social prognosis” for such cases 
after the child reached adult life. The results have been 
expressed by calculating the “annual risk ” and the “ total 
risk” in regard to criminality, drunkenness, vagrancy, or 
the receipt of public assistance. The outlook in relation to 
crime, as might be anticipated, was worst for the court 
cases and for those removed for serious delinquency. In 
these two groups the frequency of criminal offences in later 
life was nearly twice as great as among those who had been 
removed from their homes as a protective measure only. 
On the other hand the incidence of vagrancy and appeals 
for poor relief differed but little from group to group. 
Vagrancy, in fact, was reported most often in the case of 
youths who had been transferred from poor or unsatis- 
factory homes to residential institutions. 

The report goes on to observe that “if we are to under- 
stand the problem of delinquency, it is not enough to 
examine the different manifestations of delinquency; we 





1 Otterstrém, E., Acta paediatr., Stockh., 1946, 33, Suppt. 5. 





must investigate the actual conditions under which the 
delinquents have grown up—particularly the conditions jg 
the child’s own home.” Further information was therefore 
sought on the financial and social position of the family, 
the number of children in the household, and its general 
emotional and moral atmosphere; alcoholism, death or 
separation of the parents, illegitimacy of the child, ang 
frequent changes in care or control were all noted. It was 
found that the children coming from homes in which the 
parents were drunkards or criminals were “ especially liable 
to commit crime when grown up, or to turn into ne’er-do. 
wells and vagrants, requiring public assistance.” On the 
other hand, no significant differences were found on com. 
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paring the after-histories of illegitimate children or children 
from broken homes with those of legitimate children com. 
ing from normal homes. Nor apparently did the child’ 
own intelligence yield any definite indications of the 
probability of future relapses. 

The material did not lend itself to any intensive study 
of the comparative merits of different modes of treatment. 
So far as could be discovered, neither the age at which 
the children were taken charge of nor the period of deten. 
tion had any discernible influence on their later careers. 
The most significant feature for future prognosis was th 
type and frequency of the offences committed by the child 
when first brought under official netice. The whole investi- 
gation is one of the most extensive and elaborate within 
its own particular field, and might well serve as a model 
for inquiries into what is likely to prove an impo 
branch of social medicine—namely, the statistical analysis 
of the life histories of different sections of the population 
judged from the standpoint of civic efficiency and mental 
health. 
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EXO-ERYTHROCYTIC FORMS OF MALARIA 
PARASITE 


In the communication by Shortt, Garnham, and Malamo 
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which we publish on p. 192 evidence of a convincin; 
nature is at last brought forward that the cycle of devel 

ment of the malaria parasite in the mammal is exactl 
analogous to that occuring in birds. The exo-erythrocyti 
forms in avian malaria were first described by James and 
Tate’ in 1937 in association with Plasmodium gallinaceum 
in chickens: later Reichenow and Mudrow? showed that 
similar forms are to be found in Plasmodium relictun 
in the canary. Reichenow and Mudrow® also described 
bodies in the endothelial cells in association with anothe 


avian infection, Plasmodium praecox, while Garnhan'}’ 


similarly found bodies highly suggestive of an exo-erythr 
cytic stage in the life history of Hepatocystes (Plasmodiun) 
kochi. 

That an exo-erythrocytic form must occur in associati 
with human malarial infections seemed certain’ both 
attempts at transmission of human malaria, from ch 
therapeutic experiments, and from the fact that 
human beings are infected both with Plasmodium f. 
parum and P. vivax the growth of P. falciparum successf 
interferes with the further development of P. vivax, w 
finds difficulty in appearing in the blood so long as the be 


1 James, S. P., and Tate, P., Nature, 1937, 139, 545. 

2 Reichenow, E., and Mudrow, L., Dtsch. Tropenmed. Z., 1943, 47, 289. 
3 Reichenow, E., and Mudrow, L., Arch. Protistenkunde, 1946, 97, 101. 
4 Garnham, P. C. C., Trans. roy. Soc. trop. Med. Hyg., 1947, 40, 719. 
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aa 
is infected with P. falciparum, an instance of interference, a 

nomenon well known in connexion with viruses. The 
demonstration of an exo-erythrocytic stage in a malaria para- 
site of the monkey will facilitate the search for such a stage 
jn falciparum and vivax malarias of man and will serve to 
intensify the search for chemotherapeutic drugs which can 
act specifically on this exo-erythrocytic stage. If this stage 
can be successfully destroyed it will mean that the infec- 
tion can be totally eradicated before it gives rise to any 
symptoms of ill-health. 





INFECTIVE HEPATITIS AND POLIOMYELITIS 
IN FAMILIES 


Two recent American papers on the epidemiology of infec- 
tive hepatitis and poliomyelitis record intensive studies of 
affected families. Kunkel and Hoagland’ investigated a 
New York family in which during five months nine out of 
the ten children suffered from infective hepatitis. Three 
had frank jaundice ; in the other six the diagnosis was made 
on the symptomatology, aided in some cases by finding spider 
angiomas on the neck, shoulders, or arms, and also by 
biochemical tests. The tests used were the three which 
previous experience in the Rockefeller Hospital had shown 
to be the most reliable—namely, plasma bilirubin, brom- 
sulphthalein retention, and thymol turbidity. The thymol 
turbidity test was of special value in confirming the diagnosis 
after recovery. 

Infection was probably introduced into the family in 
October, 1945, by an elder brother who had a mild illness 
while on leave from a naval base where cases of infective 
hepatitis were occurring. Three children fell ill between 
Nov. 13 and 25, one on Dec. 22, four between Jan. 12 and 
24, and one on Feb. 8—a series typical of the disease. There 
was gross overcrowding of the family’s sleeping quarters, 
and the authors conclude that the mode of spread was by 
contact. In view of the demonstration by British and 
American workers that the infective agent is present in 
faeces they assume that faecal transmission was involved. 
The epidemiological evidence hardly justifies this assump- 
tion, particularly in the light of the known importance of 
dormitory overcrowding for the spread of meningococci 
from the pharynx. 

“The family investigated by Zintek? was one of a group 
‘in Denver, Colorado, selected for a weekly collection of 
throat washings and faeces because one or more members 
had been in close contact with a case of poliomyelitis. No 
virus was detected in specimens collected on July 11 from 

the parents, from two sons aged 9 and 8, and from a 

daughter aged 6. On July 15 the 8-year-old boy fell ill with 

an abortive attack of poliomyelitis ; on July 19 the elder 
boy developed poliomyelitis, going on to paralysis ; and on 

July 20 the girl showed symptoms of an abortive attack. 
_ Throat washings from the parents on July 20 yielded no 

virus, but specimens of their stools inoculated into rhesus 

monkeys produced paralysis with histological lesions typical 
of poliomyelitis. Positive results were also obtained with 
throat washings taken on the same day from the boy and 
“girl who had abortive attacks and with a stool specimen 
"from the boy. Tests of stools from these children and from 
the father were again positive on Aug. 9, but were 
negative in the case of the mother. The failure to demon- 
strate the virus in a paralytic case eight days before the on- 
set of illness and in two abortive cases four and nine days, 
"respectively, before the onset contrasts with other cases 
"in which the virus has been found 19 days® and 12 days‘ 
a. By. J. Med. we. Bw 891. 


.» 1947, . 
3 Br , G. Cc. Francis, T., and Pearson, H. E., ibid., 1945, 41, 188. 
‘Gear. J. H. S., and Mundel, B., S. Afr. med. J., 1946, 20, 106. 











before onset. Despite the fact that the three children had 
been direct daily contacts of two cases, the infection of 
all five members of the family in so short a period seemed 
to the author to indicate a simultaneous exposure to some 
extra-human factor in the environment or consumption of 
a common vehicle. A less probable explanation was that 
infection had been introduced by one of them and had then 
spread in the family. 

More studies of this sort, although they demand much 
field and laboratory work, seem to offer the only hope of 
understanding why multiple cases of poliomyelitis in 
families are relatively rare, and why they occur within a 
few days of one another, being apparently parallel cases 
and not serial infections as is the case with infective 
hepatitis. 





MENSTRUAL TOXIN 


Among the abundance of superstition and folk-lore 
attached to the phenomenon of menstruation from pre- 
biblical times there has always been a popular belief that 
the menstrual function allowed a periodic discharge of 
some noxious substance which if retained could be harmful 
to the organism. This concept is not now approved, but 
Smith' and Smith’ have recently summarized work which 
they have been carrying out over the last eight years on 
“menstrual toxin.” They have demonstrated that the 
menstrual discharge contains an atypical euglobulin derived 
from the endometrium during the last stages of its regres- 
sion. It is a tissue-damaging agent which acts apparently by 
virtue of its vasoconstrictive properties. It is also fibrino- 
lytic, and immunological studies have identified it with 
“necrosin,” a toxic factor found by Menkin’ in inflam- 
matory pleural exudate in dogs. Moreover, the pseudo- 
globulin fractions of this exudate and of menstrual discharge 
will neutralize the effects of the toxic euglobulin fractions. 
Smith and Smith point out that the identification of a 
product of endometrial breakdown with a protein released 
by cellular injury may indicate that tissue katabolism from 
various causes may release such a toxin. This in turn 
suggests a common pathogenesis for such conditions as 
traumatic shock, the crush syndrome, the toxaemia follow- 
ing burns, and possibly also the toxaemias of pregnancy— 
particularly concealed accidental haemorrhage. The vary- 
ing clinical pictures may be due to variations in the amount 
of toxin produced, and the duration and circumstances of 
its action. 

The toxaemias of pregnancy are involved in this theory, 
because further research has revealed that there is present in 
the blood of menstruating women, of women in labour, 
and of women with pregnancy toxaemia a euglobulin frac- 
tion with fibrinolytic activity and a pseudoglobulin fraction 
with a counteraction. These properties are absent from the 
blood of women during normal pregnancy and in the 
intervals between periods. Smith and Smith suggest that in 
menstruation, labour, and toxaemia these substances result 
from tissue breakdown consequent on the withdrawal of 
hormonal support. It follows that there may be a relation- 
ship between the constitutional and local disturbances that - 
sometimes accompany menstruation and the production of 
a menstrual toxin which causes a degree of vascular damage. 
This damage is said to_be similar in character to that seen 
in the endometrium itself immediately before the onset of 
menstruation. Clinically, it has been observed that men- 
strual molimina are less marked in anovular cycles, when, 
according to Smith and Smith, the menstrual flow contains 
less toxin than in ovular cycles. Similarly, the state of 

1 Amer. J. oe. agi 1947, 64, 212. 


2Ibid., 1947, 54, 201. 
8 Arch. Path., 1945, 39, 28. 
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pre-menstrual tension may be ascribed to a prolonged 
absorption of the toxin from a secretory endometrium, 
and the spasm of primary dysmenorrhoea to an exag- 
gerated local effect of the toxin. 

Smith and Smith point out that the finding of a fibrino- 
lysin and of a protective pseudoglobulin in the blood in 
pregnancy toxaemia serves as a reminder that menstruation 
and toxaemia present other similarities, such as a tendency 
to water retention, a withdrawal of oestrogen and pro- 
gesterone, and clinical improvement when the uterus empties 
itself of its contents. They contend that menstrual toxin is 
the precipitating cause of toxaemia, and they have accord- 
ingly started clinical trials to determine the value of pro- 
tective pseudoglobulin in the treatment of pre-eclampsia. 
Meanwhile they report four cases of spasmodic dysmenor- 
rhoea successfully treated by injections of pseydoglobulin 
obtained from such human exudates .as ascitic fluid. In 
addition to subjective relief, a progressive diminution of 
circulating fibrinolysin was demonstrated in three of the 
cases after the injections. If these findings are confirmed 
and the protective pseudoglobulin can be prepared in suffi- 
cient and concentrated amounts, not only the less important 
menstrual molimina may be prevented, but also more 
serious conditions such as menstrual migraine and epilepsy. 
Further reports on the progress of these clinical trials will 
be awaited with interest. Smith and Smith, however, are 
considering an even wider application of their work, 
realizing that in theory toxic protein katabolites may arise 
from damaged tissues anywhere in the body and that there- 
fore treatment of the resultant clinical syndromes with 
protective pseudoglobulin may prove of value in a large 
number of conditions. 





HEALTH OF THE PRISON POPULATION 


The prison population is increasing. In 1944 the daily 
average number of people in prison was about 13,000; 
this figure has risen steadily until in July, 1947, it stood 
at 17,300. It is now higher than it has ever been since 
before the war of 1914-18. Among women the daily 
average has fallen and now stands at about 1,000. There 
has been a marked decrease in drunkenness, or at all events 
a marked diminution in the number of women sent to 
prison for that offence. On the other hand, the number 
of women sentenced for brothel-keeping and for cruelty 
to or neglect of children has risen steeply. The borstal 
population seems to have stabilized itself at about 3,200. 
Young males found guilty of indictable offences and sen- 
tenced have increased by 50% since the pre-war years, 
and young females by an even higher proportion. 

The annual report of the Prison Commissioners’ con- 
cerns 28 local prisons, 5 convict establishments, and 13 
borstals. When the figures were compiled 11 prisoners 
were in for life (commuted death penalty), and 22 were 
serving terms of twenty years. Some prisons seem to be 
overcrowded. Thus at Wormwood Scrubs the number of 
cells available for ordinary prisoners is 974 and the daily 
average population 982; at Bedford 118 cells hold on the 
average 132 prisoners; at Norwich 137 cells contain 157 
prisoners. The exclusion of accommodation for special 
classes of patients, such as those suffering from venereal 
diseases or from certain skin complaints, and those segre- 
gated for punishment, may go some way to explain the 
difference, but it does look as though the housing situation 
in the country generally is reflected in its gaols. During 
1946, the year under review, restraint had to be applied 
to 78 male and 8 female prisoners, and corporal punish- 


1 Report of the Commissioners of Prisons and Directors of Convict Prisons for the 
Year 1946. Cmd. 7271. London: H.M. Stationery Office. 2s. 6d. net. 








ment for gross personal violence to prison officers waa 
ordered in 16 cases, but in 5 was not confirmed by the 
Home Office. The net annual average cost of a prisoner 
is £140, and of a borstal inmate £176. Whether this takes 
into account any economic value of a prisoner’s work jg 
not clear. The chief employment in local and convict 
prisons remains the making of mailbags, but in borstals 
a larger number of males are engaged on agricultural and 
building work. 

Deaths in prison during the year numbered 55, of which 
19 were due to executions, and 2 were suicides. The daily 
average number of sick prisoners treated in hospital was 
838, and out of hospital 1,306. The total number certified 
insane (apart from those found guilty but insane, or insane 
on arraignment) was 79. Increasing use is made of tempo. 
rary release to civil hospitals for medical and especially 
for surgical treatment; 257 prisoners were so released 
during the year. At Wormwood Scrubs there is a surgical 
unit which deals with non-urgent surgical cases from 
London and provincial hospitals. Wormwood Scrubs has, 
too, a psychiatric unit with a 10-bed ward, and another 
unit has been developed at Wakefield to deal with cases 
arising in the North of England. At Holloway—the 
women’s prison—a psychological unit has been formed 
which helps in the allocation of girls for appropriate 
borstal training. 

Experience has shown that however well qualified as q 
psychiatrist a medical man may be when he joins the prison 
service it is some years before he becomes of full use. The 
criminal aspects of psychiatry can be learned only in prison, 
For example, cases of schizophrenia commonly seen ‘in 
prison are not of the type most suitable for insulin therapy, 
though some cases requiring insulin treatment are trans- 
ferred from prison to a London mental hospital. For such 
therapy the patient should be of good previous personality, 
and the symptoms should be of recent development. In 
the cases seen in prison as a rule the personality is poor 
and the symptoms have developed slowly. The need fora 
general all-round experience in the prison medical officer is 
emphasized. The amount of ordinary medical and surgical 
treatment required in prisons is quite considerable, and 
psychiatric work is not the major part of the prison medical 
officer’s job. 

The question of the psychopathic personality is receiving 
attention. Three main types are recognized in prison: the 
aggressive psychopath, the inadequate psychopath, and the 
ethical aberrant personality. The last-named might pro- 
perly be certified as a moral defective ; the difficulty is in 
proving that symptoms existed before the age of 18, which 
is necessary for certification under the Mental Deficiency 
Acts. Certification would provide for the segregation of a 
group of social misfits, and would afford facilities for 
rehabilitation treatment over a long period in special 
clinics. 

The epileptic state appears in a very small proportion of 
prison cases, apparently in only about 0.4% of the average 
prison population. The treatment of epileptics in prison 
is said to present no great difficulty. Many of them respond 
well to the usual drugs, but there are difficulties about! 
their disposal on release. Not all epileptics go to prison! 
for a crime committed in the pre- or post-epileptic state, 
and their crime has often no connexion with their disease. 
A colony for epileptics who have a criminal record and 
need institutional treatment is suggested. During the year 
covered by the report a medical adviser was added to the 
staff of the Home Office, and Dr. J. C. W. Methven, whilé 
remaining a Prison Commissioner, was appointed to this 
post. He advises the Commissioners on medical policy 
and exercises general supervision over the medical service 
in prisons and borstals. 
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TO EVERY MEMBER OF THE MEDICAL THE N.H.S. ACT: SOME PRACTICAL 


PROFESSION 


STATEMENT BY THE B.M.A. COUNCIL 


At its meeting on Jan. 21, the last before the plebiscite is held, 
the Council of the British Medical Association issued the 


following statement : 


We are now on the eve of a decision of the profoundest 
importance 10 the public and to the medical profession. For 
years the British Medical Association has been working for 
the extension, improvement, and consolidation of the country’s 
health services, publishing its constructive proposals in a series 
of reports. It is now confronted with an Act of Parliament 
directed to the establishment of a comprehensive health service 
but embodying forms of organization which are in conflict with 
the principles of the profession. The conflict is based on the 
profession’s conviction that the Act leads unmistakably towards 
a whole-time State medical service, and that such a service 
would be harmful to medicine. This conviction is strengthened 








by the knowledge that the Act of 1946 is in the hands of those 
who profess as their objective a whole-time salaried State 
medical service. 

We have sought a number of changes, some of principle, 
some of detail. The answer has been a refusal to modify one 
word of the Act. The Council recognizes that some points 
of the profession’s case make a stronger appeal to some mem- 
bers of the profession than to others. But it firmly: believes 
that, viewed as a whole, the Act in its present form is in 
conflict with the best interests of the community and the 
profession. 

After years of discussion the time has come for the profes- 
sion to translate words into action. The issue is one not of 
money or compensation but of the intellectual freedom and 
integrity of a great profession. The Council of the Association 
will abide by the result of the plebiscite, as defined on the 
plebiscite form. It would be lacking in its duty, however, if 
it did not make abundantly clear to every member of the pro- 
fession its carefully considered and determined view that the 
profession should not take service under the Act in its present 


form. 








TO EVERY INSURANCE PRACTITIONER 


STATEMENT BY THE INSURANCE ACTS 


COMMITTEE 


The following statement was drawn up by the LAC. at its 
meeting on Jan. 15: 


The Insurance Acts Committee, which represents every 
insurance practitioner in the country, owes it to its constitu- 
ents to make abundantly plain exactly where it stands on the 
grave issue which now confronts insurance practitioners, as 
it does other members of the profession. Fully conscious of 
all the implications, the Committee condemns the National 
Health Service Act, 1946, in its present form as contrary to 
the best interests of the public and of medicine, and advises 
insurance practitioners firmly to reject it in the forthcoming 
plebiscite. 











A Bibliography of Infantile Paralysis 1789-1944, which is edited 
by Dr. Morris Fishbein and published at Philadelphia by J. B. 
Lippincott (price £4 10s.), is a valuable publication already well 
known to students of poliomyelitis. It has been prepared under 
the direction of the National Foundation for Infantile Paralysis. The 


volume consists of a list of all medical references to the disease“ 


published since 1789, with a brief abstract of most of the papers 
and a carefully compiled index of both subjects and authors, Supple- 
ments to the list are issued once a month. The book is admirably 
produced and has already proved to be a most helpful work of 
reference to those interested in the disease. 


QUESTIONS 
THE COUNCIL’S ANSWERS 


We print below some of the practical and personal questions 
which individual members of the profession have put to the 
Association at meetings and by letter, together with the answers 
given by the Council of the B.M.A. 


General Practitioners 


Q. (1).—/ am opposed to the Act and intend so to vote. 
What risk do I run of losing compensation if the fight is 
unsuccessful ? 


A.—If a sufficient number of general practitioners stand out, 
the fight will not be unsuccessful. General practitioners will 
be advised not to enter the Service only if the number of them 
opposed. to joining, is sufficient to secure successful opposition. 
Only if 13,000 or more general practitioners agree to stay out- 
side and continue so to agree will the Association advise all 
general practitioners to stay outside. As a result the Minister 
may postpone the appointed day. If he does not, he will be 
unable to provide a comprehensive service. Whatever final 
setilement follows, the Association will insist on a non- 
victimization clause covering, inter alia, capital values. If a 
sufficient number of all general practitioners stand firm, all 
will retain their capital value. 


Q. (2).-—-There may be’ practitioners who vote for staying 
outside but who subsequently join. Is this not a real danger ? 

A.—The Association will keep itself informed of the practi- 
tioners who enter, or apply to enter, the Service before the 
appointed day. It will advise general practitioners to s‘ay 
outside only if the number not signing is sufficient to ensure 
success. 


Q. (3).—/ do not wish or intend to join the Service. I am 
doubtful of the views of my neighbour and competitor. If he 
joins, whatever the outcome, I shall lose in income. What 


assistance is available to me? 

A.—If the plebiscite returns justify the Association in advising 
general practitioners not to enter the Service, there will be taken 
steps to bind general practitioners in small groups one to 
another to sustain resistance. But this will not ensure that 
no one will lose income under any circumstances. Financial 
aid will be available to meet hardship incurred in carrying out 
the Association’s advice, particularly hardship arising out of 
commitments entered into, such as interest on loans, insurance 
premiums, and school fees. 


Q. (4).—Assuming the necessary majority against under- 
taking service and that, despite the profession’s opposition, 
the appointed day is adhered to, how will general medical 
services be provided for the people, bearing in mind that 
National Health Insurance will come to an er:d? 

A.—(1) There will be too few doctors inside the Service to 
enable the Government to provide the promised service. It 
will be for the Government to meet the criticisms of the people 
when—as they may believe—they will be paying for a service 
which is not there. Incidentally, only 10d. of the social security 
contribution will go towards health services. 

(2) General practitioners will make their services available 
to the public on a fee-paying basis. Their position will be 
that they are willing to enter a suitable comprehensive service 
but they are unwilling to accept the Act in its present form. 
They will be receiving no money from the Government and 
they will look to their patients for payment for the services 
they render. 

(3) Clearly, the Government cannot allow such a situation to 
continue. 


Q. (5).—! qualified two years ago. Although 1 dislike the 
Act I cannot help being attracted by the notion that a practice 
will be made available to me on application. Is this the 
position ? 

A.—Not exactly. To-day practices pass from one practi- 
tioner to another by the process of introduction with or 








208 JAN. 31, 1948 


N.HS. ACT: SOME PRACTICAL QUESTIONS , a 





MEDICAL Joubgg 


bad 
f 





without a preliminary assistantship. Under the Act this will not 
happen. You will make application to start a practice, or to 
succeed to a practice, in a particular area. 

If your application to start a practice is granted you will in 
effect “ squat” as you would to-day, the difference being that 
you will receive £300 a year. 

If you succeed to a death vacancy, or to a vacancy arising 
from unforeseen retirement, it is probable that by the time 
your appointment is made and you take up practice in the 
area the income will be very much less than it was when the 
vacancy occurred. 

If you are appointed to a partnership the situation is likely 
to be better, though it is fairly certain that partnerships as we 
know them will not continue under the new order. 


Q. (6).—/s opposition to the Act opposition to Parliament ? 


A.—No. The Act specifically provides and the Minister 
has affirmed that the doctor is free to apply or not to apply 
to join the Service. The Minister has stated further: 

“Every doctor will have to decide for himself when the proper 
time comes whether or not he should take part in the new Service, 
and the profession as a whole will be free to determine their views 
on the Service when they know what it is to be.” 


This is precisely what the profession is now proceeding to do. 


Q. (7).—I am in a partnership of three based on a partner- 
ship agreement entered into eleven years ago. Will the agree- 
ment continue to be operative after the appointed day? 


A.—The Minister says that all partnership agreements in all 
their clauses will continue to operate just as if there had been 
no Act. Our legal advisers say the Minister is wrong, so far 
as those clauses which provide for sale and purchase of good- 
will are concerned, adding that such is the ambiguity that there 
should be amendment of the relative sections of the Act before 
the appointed day. In short, no one yet knows the answer, 
and the Minister is going to set up a legal committee to 
investigate. 


Q. (8).—Does the remuneration conform to the recommenda- 
tions of the Spens Committee ? 

A.—lIt is doubtful whether the remuneration proposed con- 
forms to the Spens Report in the middle ranges of income and 
certain that it does not conform in the higher ranges. But the 
Minister’s proposals for remuneration are irrelevant to the 
main issues. Whatever the form of service, the Association 
will insist that the recommendations of the Spens Committee, 
accepted by both the Government and the profession, are accu- 
rately translated into terms of remuneration. 


Q. (9).—I am hoping to retire shortly. If I join the Service 
in order to obtain compensation and retire, when is it likely 
I shall be paid my compensation ? 

A.—Compensation cannot be paid to any practitioner until 
the regulations for the apportionment of the global sum have 
been devised and until every claim has been made and approved. 
Only then would it be possible to apportion the global sum 
among those entitled to share in it. Inevitably this will take 
a considerable time: it may be as long as two or three years. 


Q. (10).—Does a restrictive clause binding an assistant not 
to practise within a certain radius of his former principal for 
a certain time remain in force after the appointed day ? 


A.—Yes. 


Q. (11).—Among the conditions governing the loan on my 
practice there is one which says that I shall not without con- 
sent take any action which would affect the security of the 
lender. Can I vote against accepting service ? 

A.—yYes. A vote against accepting service does not mean 
resignation from National Health Insurance. That comes to 
an end automatically on the appointed day under the National 
Insurance Act, 1946. It is most unlikely that any consent which 
a practitioner might have to obtain from the lender would be 
withheld to any course of action decided on by a majority of 
the profession. 











Consultants and Specialists 


Q. (12).—/ am a consultant on the staff of a voly 
pay sigh and also in private consulting practice. I am op 
to the Act. If the plebiscite returns justify opposition 
shall I be called upon to do? . hi 


A.—You, like all consultants on the staffs of vol 
hospitals, will be advised to continue with your hospital 
and to refrain from signing any contract proffered by the 
Regional or Teaching Hospital Board. It is very 
that permanent contracts will be proffered in the next. fey 
months, although interim contracts may be offered. 
Specialist Spens Committee is not likely to report for some 
months ; until it has reported and the Government has con- 
sidered its report it will be impossible to offer consultants 
effective contracts. 


Voluntary Hospital Medical Officers 
(from Junior House-man to R.M.O. or Registrar) 


Q. (13).—What are the implications to me of voting againg 
undertaking service under the Act in its present form? 


-—You will be advised to continue with your work ag if 
no dispute were in operation, renewing appointments or taki 
new appointments in the hospital field if necessary. All that 
is asked of you is that you should not enter the field of conflict, 
that is, that you should not enter the Service as a general 
practitioner or as a consultant or specialist until the conflict jg 
over. 


Whole-time Local Authority Officers of all kinds, including 
Public Health and Hospital Officers, Consultants, 
and Residents 


Q. (14).—I am opposed to the Act. What action do I take? 


A.—You will be advised to continue with your work, even 
if this involves entering into new contracts with new employ- 
ing bodies to which you are automatically transferred. You 
will be asked not to enter the field of general practice, or to 
enter into contracts as part-time consultants and specialists 
with regional and teaching hospital boards. 


Q. (15).—I am a whole-time officer of a mental hospital, 
Do I answer all three questions of the plebiscite? If the 
plebiscite returns justify opposition, what am I expected 
to do? 


A.—If you are of consultant status you will classify yourself 
as such and answer all three questions. If you are not of 
consultant status you will classify yourself as a whole-time 
local authority (special hospital) officer and answer question A 
only. But whichever your classification you will not be asked 
to discontinue your present work or to refrain from entering 
into contract with the regional board to which you may be 
automatically transferred. All that is asked of you is that you 
should refrain from entering the field of conflict as a general 
practitioner or part-time consultant. 


General 


Q. (16).-—I am not a consultant or a general practitione 
or a hospital officer. I am opposed to the Act. What action 
do I take? 


A.—You will express your opposition to the Act in answet 
to question A of the plebiscite. You will not be asked to reply 
to questions B or C. What will be asked of you is that you 
should not enter the field of conflict as a general practitioner 
or as a consultant. : 


oe 
Non-victimization Clause 
Q. (17).—Will the Association insist on a non-victimization 
clause in any final settlement ? ; 


A.—Yes. In any final settlement the Association will insist 
on a non-victimization clause covering all sections of the 
profession. 
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THE DAY OF DECISION 
A LAYMAN’S OPINION ~ 
BY 
COLM BROGAN 


Medical men and women naturally judge the present conflict 
principally on professjonal grounds. The present issue may be 
wider, and it may therefore be useful to look at it through the 
of a layman, of a potential patient the present Act is 
d to help. We have therefore invited Mr. Colm Brogan 
the impact of the Act on the public. 


eyes 
designe . 
to state his views on 

By the eve of the poll which is to settle the future of the 
medical profession, some facts had become clear beyond argu- 
ment. There is now no doctor left who does not realize that the 

resent offer of the Minister of Health is an invitation to take the 
first and irrevocable step towards a full-time, full-salaried State 

medical service. It is now equally clear that an overwhelming 
majority of doctors are opposed to the scheme. However they 
vote, they have already exposed their minds. If they vote for 
the scheme they will have voted, under duress, against their 
judgment and professional conscience. 

It is vital to their own interest and to the interest of the com- 
munity at large that they should vote against the scheme in a 
majority so overwhelmingly large as to represent the true find- 
ing of their instinct and their judgment. Their own interests 
demand an emphatic rejection. If the scheme as proposed by 
the Minister is put into operation, independent practice will 
cease to be possible, except for a handful of doctors, within a 
measurable term of years. That is what the Minister foresees 
and what the Minister intends. 

The destruction of private practice would have a damaging 
effect on the standing of all doctors, including those who are 
already in the public service. These have been known to 
complain of niggardly treatment and niggling interference, but 
whatever inconveniences they suffer from now are small com- 
pared with what is in store for them if private practice should 
disappear. Do doctors in public employment fully realize that 
all their professional standards, including. the financial, are 
maintained by the outside pressure of independent practice ? 
The “never-ending audacity of elected persons” is curbed, to 
some extent, by the fact that the employed doctor can walk out 
and set up for himself if the conditions of his employment 
should prove unbearably vexatious. The position of the teach- 
ing profession carries an instructive lesson for doctors. The 
standing of teachers under the State is in every respect inferior 
to the standing of doctors, for the simple reason that few 
teachers can walk out of public employment without walk- 
ing out of their profession. As a result, teachers are subject 
to restrictions, indignities, and modes of interference which 
doctors have not yet learned to tolerate. But, once the area of 
private practice is reduced to insignificance, the hard lesson will 
begin. They will learn while they earn. 

But the personal welfare of doctors is of public interest only 
in so far as the contentment of all important workers is socially 
desirable ; and there is no room for an outsider to advise them 
on their own interest. The standard of medical service is a 
vital consideration for everyone, but here again doctors are 
better able than any layman to estimate the inevitable deteriora- 
tion of standards under a State monopoly and to judge the full 
force of such a grimly monitory phrase as “lax certification.” 
There can be few doctors who imagine that their professional 
integrity will be easily preserved when they must advise and 
prescribe with one eye on the patient and one on the state of 
the public funds. 

No layman has anything useful to say on those aspects of the 
controversy which are specially understood by doctors, but 
there is a wider aspect which directly and vitally affects the 
whole public and on which it may not be impertinent for a 
layman to write. For a full generation we have watched a 
steady extension of State power. The necessities of war greatly 
assisted the development of the omniscient, omnipotent, and 
omnicompetent State, but the development has increased in 
rapidity since the end of the war, because it has the authority 
of a truly monstrous political philosophy. 


That philosophy makes use of high-sounding phrases, “ the 
will of the people,” “ the will of the majority,” “ the sovereignty 
of Parliament,” but these phrases thinly cover an abyss of 
tyranny, for they mean that a man must surrender his private 
conscience at the command of a majority. 

The liberties of Britain were not won by majority decision, or 
by accepting the sovereignty of Parliament over all persons and 
in all causes. Religious toleration was won by lonely men who 
sought exile or met their death rather than submit their con- 
science to the sovereignty of the State. The trade unions 
gathered their first strength by defying the sovereignty of 
Parliaments which sinned against natural justice by denying to 
working-men their right to combine. The Tolpuddle Martyrs 
were martyrs to State sovereignty. Liberty is won by the few, 
and is held by the many. When did it become a rule of British 
life that the sense of right must abdicate and the cry for justice 
be silenced before the majesty of a majority decision ? 

It must be said that the philosophy of majority totalitarianism 
has some singular advocates. It is advocated by men who had 
a record of highly combative conscientious objection during the 
first Great War, and by a few who were equally careful of their 
conscience during the second. There is a Minister in the 
present Government who must still remember how he chose to 
appear before a conscientious objectors’ tribunal, although he 
suffered from a disability which made it totally certain that he 
would not be called upon to serve. It was not enough for him 
that the sovereign will of the majority had exempted him from 
service : he insisted on formally rejecting the sovereignty of 
that will. 

There are other Ministers of the Crown who still count it as 
virtue that they thwarted Parliament by putting an end to inter- 
vention in Russia. They achieved this end by strikes and the 
threat of strikes. One of them, who still likes to recall that 
campaign, has a soft spot in his heart for manly independence, 
which tempted him to say a good word for the Grimethorpe - 
strikers. Admitting that they were rather awkwardly stubborn, 
he was yet pleased to see that the spirit of vigorous inde- 
pendence still flourished in the land. If the doctors show 
vigorous independence in the plebiscite, we shall wait to hear a 
chuckle of approval from the same Minister. We may have to 
wait some time. : 

It must be said that the Minister of Health has not formally 
claimed that the sovereign will of Parliament suppresses the 
private conscience of the doctor. Indeed, for a long time he 
was careful to assure the doctors that they were free to enter 
the service or stay out, as they chose. But, as the critical day 
drew near and the mind of the doctors was unmistakably 
shown, Mr. Bevan issued a reminder that Parliament was still 
sovereign, and his broad hint became an outright declaration in 
the mouths of his supporters. Indignant totalitarians positively 
bellowed their rage in the Daily Herald and the Sunday 
Pictorial. They cried “ Havoc” and “ Treason” because the 
doctors showed an inclination to disagree with Mr. Bevan, 
whose own career of docile conformity surely entitled him to a 
better response. 

It would be interesting to know how the totalitarians square 
their principles with their practice, for they have gone very far 
at times in condoning affronts to Parliament. They have kept 
a silent tongue over strikes which were conducted in open 
defiance of a law which they themselves had renewed, and they 
are rather fond of talking about what the organized workers 
will or will not stand, without reference to Parliamentary 
sovereignty. The trade unionist may steal the horse, while the 
doctor may not look over the hedge. Is it possible that the 
sovereignty of Parliament is another name for the dictatorship 
of her proletariat ? 


In fact, the doctors have not so much as hinted at any defiance 
of the sovereignty of Parliament. If the sale of practices be- 
comes illegal, they will not break the law. When hospitals 
are seized by the State, they will not strike against that seizure. 
If a minority of doctors choose to serve the State their col- 
leagues will accept and respect that decision. All they claim is 
the right to choose an option which the same sovereign Parlia- 
ment has allowed to them, a right which would still be theirs 
even if Parliament denied it. It is said that Louis XIV once 
ordered a Minister to do something which was against his con- 
science. When the Minister refused, Louis said, “ But I, your 
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King, can command you.” The Minister replied, “No. You 
can command me to do this, or resign. I resign.” Louis ac- 
cepted the justice of this answer, but he, after all, was only an 
absolute monarch. 

The importance of the plebiscite to the general public is this 
—that it gives the first gleam of hope that we may all live to 
see liberty recapture lost ground.- The advance of authori- 
tarianism has been almost completely unchecked, for the 
resistance has been individualistic and unorganized. Now, for 
the first time, the authoritarians are meeting a well-armed 
enemy in prepared positions. If the doctors have the will to 
join issue, the battle is already won. If the majority is suffi- 
ciently emphatic, the Minister will not be merely defeated ; he 
will be routed, and the doctors will not have to suffer even a 
temporary inconvenience. There will be a new Minister of 
Health and a new approach to the problem. It must be 
remembered that a politician’s claim on the respect of his 
colleagues is largely dependent on his powers of. persuasion, his 
skill in turning awkward corners. If Mr. Bevan’s offer is over- 
whelmingly rejected, even those who regard the rejection with 
grief and rage will admit, and even insist, that the fault was 
largely Mr. Bevan’s. That will be easier than admitting that the 
scheme is profoundly wrong. A more plausible politician will 
take over negotiations, knowing that his own reputation is 
dependent on success. The doctors have literally nothing to 
fear, so long as they are true to themselves and to each other. 

What is likely to happen on the national scale has already 
been most instructively rehearsed on the local scale. Although 
the authoritarians have not lost a big engagement, they did 
suffer a check in one skirmish, and that, significantly enough, 
was a medical skirmish. The nurses and doctors of Willesden 
told the Council that they would seek other employment rather 
than accept the forcible baptism of trade union membership. 
Finding that the closed shop carried the uncomfortable corollary 
of a closed hospital, the Council climbed down as hastily as a 

‘small boy getting down from a forbidden wall. But that was 
not all. Prominent Ministers and trade unionists vied with 
each other in making clucking noises of disapproval at 
Willesden Council. . Willesden had really gone too far : doctors 
and nurses must not be interfered with. There will be much 
clucking at Mr. Bevan if he loses the vote. 

There was great public relief at the Willesden decision, a 
general feeling that an almost intolerable. thing had at last met 
with a check. If the doctors of Britain stand as firm on the 
national issue, the whole social atmosphere will be lightened 
and cleansed. 

It has fallen to the doctors to meet and break the authori- 
tarian demand. They have not asked for this responsibility 
and they have not welcomed it, but the layman may well be 
thankful that it is the doctors who have been called upon to 
fight liberty’s Battle of the Marne, because they have all the 
means of conclusive victory, if they have the will. Far more 
depends on this than the future of medical practice. The future 
of personal liberty is in the balance. The doctors can strike a 
blow that will not only free themselves but will give hope of 
freedom to us all. 

That is why the plebiscite is a matter of the gravest national 
concern. Our liberties are still large, but they are contracting, 
and an evil idea is gaining dominance. Now is the time to 
reject and refute the idea. Doctors have not sought this fight, 
but they cannot now avoid it, and they have the decisive 
weapon in their hands. Let them strike home for all of us. 

It may be that doctors feel the public has shown little 
sympathy and understanding, but they have one infallible 
means of enlisting sympathy and provoking interest—throw out 
the scheme. The public will conclude, and rightly conclude, 
that the doctors must have a solid case because they gave a solid 
vote. The vote will rouse a general and startled interest, and 
the issue of private conscience against public policy will be clear 
for all to see. 

It is certain that a small number of doctors will vote for 
acceptance of Mr. Bevan’s conditions because they honestly 
agree with Mr. Bevan that the Minister should be the master of 
medicine. There are fewer doctors now who are ready to 
welcome a State service than there were two years ago, but 
some remain, and their opinion must be respected because it is 
honestly their own. They vote “ Yes” from conviction. That 


‘wishes. 


is respectable. Others may vote “ Yes” because they fear the. 
consequences of voting “No.” They vote from calculation, 
That, at least, is understandable. ee 

But to vote “Yes” in a spirit of meek submission to the 
common will is scarcely respectable and scarcely understand. 
able. To submit your moral and professional judgment to a 
majority vote is to give away the command of your conscience 
and accept, in exchange, an insignificant holding in the rule of 
your own soul. Those who are tempted to this abdication 
might reflect on the verdict passed, one hundred years ago by 
a Frenchman on his fellow countrymen. The average French 
citizen was then much exhilarated by his share in the irresistible 
authority of the sovereign mass. Looking in the mirror, said 
the critic,.a Frenchman flatters himself that he sees one-twenty- 
seven-millionth of a tyrant. But he forgets that he sees all of 
a slave. 

If the men and women of the British medical profession 
remember the rightness of their cause and the practical strength 
of their position their vote will shake the air like a sudden shot 
of cannon. Men will rediscover that they have no wish to be 
any part of a tyrant, and no need to be any part of a slave 
For the first time the invasion of liberty will have been met by 
something better than compromise, concession, and pleading. 
But we can expect the first shot of national deliverance Only if 
the answer is nearly unanimous and fully determined. There 
are few doctors who do not know in their hearts and minds 
what answer they must give to the demand that they accept 
State service and dependence. But the answer must be firm and 
it must be final. It is, No. Not now. Not ever. 








MEDICAL PRACTICES COMMITTEE 


In a letter to the Secretary of the Negotiating Committee from 
the Minister of Health the Minister has notified his intention 
shortly to set up the Medical Practices Committee under 
Section 34 of the National Health Service Act, 1946. We 
publish below this letter, a reply from the Secretary of the 
Negotiating Committee, and the subsequent correspondence. 


Ministry of Health, 
Whitehall, S.W.1. 
SiR, Jan. 2, 1948. 


Medical Practices Committee 


I am directed by the Minister of Health to state that as 
part of the preparatory work which must be carried out to 
make the National Health Service ready by July 5 next he 
proposed shortly to take steps to set up the Medical Practices 
Committee under Section 34 of the National Health Service 
Act, 1946. The Act provides that the Committee shall consist 
of a chairman who shall be a medical practitioner, and eight 
other members, of whom six shall be medical practitioners: 
of these six medical practitioners, at least five shall be persons 
actively engaged in medical practice. , 

The chairman and members are to be appointed by the 
Minister after consultation with such organizations as he may 


recognize as representative of the medical profession, and the | 


Minister would accordingly be glad to receive any views the 
Negotiating Committee may wish to express on the following 
proposals. 

The Minister proposes that the normal period of office of 
members of the Committee should be three years, members 
being eligible for reappointment, but that the first chairman 
and two of the other eight original members should be appointed 
for a period ending on March 31, 1950, three of the remaining 


members retiring on March 31, 1951, and the rest on March 31; 


1952. ‘ 

It is anticipated that in the first instance the chairman and 
some, at least, of the members will probably need to give nearly/ 
full time to the work, but that the work is likely to diminish) 
later on. It is therefore proposed that the remuneration of/ 
the chairman at the outset should be £2,000 a year, subject to» 
review if and when the work diminishes, but that he should» 
not be debarred from also undertaking private work if he- 
The other members would be remunerated at the rate 


x 
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ee 
of seven guineas a day, Travelling expenses and subsistence 
allowance on the same rates as are payable in the Civil Service 
would be payable in addition. ts 

Of the medical members the Minister considers that one at 
least might have experience in Wales. ‘4 

As regards the two non-medical members, the Minister 
suggests that one might be a barrister or solicitor of experi- 
ence and the other a non-professional member of an Executive 
Council. 

The Minister would be glad to receive any suggestions from 
the Negotiating Committee as to the names of persons who 
might be included by him in his consideration of suitable 
membership for the Medical Practices Committee. 

It will be helpful if any suggestions or observations which 
the Negotiating Committee may wish to make could reach the 
Minister as soon as possible, and in any case not later than 
Jan. 21, 1948. 
I am, Sir, your obedient servant, 

D. RussELL-SMITH. 


B.M.A. House, W.C.1. 
P Jan. 10, 1948. 
DEAR SIR, 


I refer to Miss Russell-Smith’s letter of Jan. 2. 
Following its meeting ‘with the Minister, the Negotiating 
Committee decided to refer the Minister’s reply to its con- 
stituent bodies and not to meet until those replies were avail- 
able. As the Minister is aware, steps are being taken to 
ascertain, by plebiscite and otherwise, the views of the pro- 
fession as a whole on the issue of service or no service, and 
it would be improper for the Negotiating Committee to respond 
at this stage to the invitation to comment on the Minister’s 
proposals for the Medical Practices Committee or to put for- 
ward the names of suitable practitioners for membership. Not 
until the profession has determined its attitude to the Service 
as a whole will it be possible for the Negotiating Committee 
to consider putting forward such observations and suggestions, 
its action then depending upon the character of the profession’s 
decision on the larger issue. 

Yours faithfully, 
CHARLES HILL, 
Secretary. 


Ministry of Health, 
Whitehall, S.W.1. 
Jan. 16, 1948. 


DEAR SIR, 
The Minister asks me to refer to your letter of Jan. 10 


and to say that he notes that the Negotiating Committee are 
unwilling to join him in the consultation which he has offered 
regarding the choice of medical members for the Medical 
Practices Committee. If, at any time before he has completed 
the constitution of this Committee in accordance with the Act, 
the Negotiating Committee wish to offer any suggestions he 
will, of course, still be happy to consider them. 
Yours faithfully, 
J. M. K. Hawron. 


B.M.A. House, W.C.1. 
DEAR SiR, Jan. 23, 1948. 


I refer to Mr. Hawton’s letter of Jan. 16 in which it 
is stated that the Minister “notes that the Negotiating Com- 
mittee are unwilling to join him in the consultation which he 
has offered regarding the choice of medical members for the 
Medical Practices Committee.” Mr. Hawton’s reply and these 
words in particular suggest that the invitation to the Negotiating 
Committee to nominate medical members of the Medical Prac- 
tices Committee was sent at a time when it was perfectly clear 
that the Negotiating Committee could not comply in order to 
relieve the Minister of the legal obligation placed on him by 
the Act to consult the medical profession. 

The Minister and his advisers were fully aware that when the 
letter of Jan. 2 was sent, the profession was in process of 
deciding its attitude to the Service as a whole and that the 
Negotiating Committee could not possibly compromise itself 
and the profession by nominating medical members for a body 
the need for which is one of the subjects of dispute. Having 
received the only answer which could in the circumstances be 


given, the Minister now accuses the Negotiating Committee of 
unwillingness to join him ‘in consultation and to hint that he 
proposes to proceed to appoint the Committee without such 
consultation. 

The matter—-and the method employed—is of such impor- 
tance that it is proposed to publish the correspondence. 

Yours faithfully, 
CHARLES HILL, 
Secretary. 


Ministry of Health, 
Whitehall, S.W.1. 
Jan, 26, 1948. 

Dear SIR, 

The Minister asks me to refer to your letter of Jan. 23. 

It is the Minister’s clear responsibility to carry out the 
decisions of Parliament and to bring the National Health 
Service Act into operation. To do that in proper time requires 
the setting up, stage by stage, of the various admiftistrative and 
other bodies for which the Act provides. The stage at which 
the Medical Practices Committee needs to be considered having 
arrived, the Minister offered the profession’s Negotiating Com- 
mittee the opportunity of consultation, as he would himself 
prefer—and has often made clear—to act throughout in the 
closest consultation with the profession. While he notes that 
the Negotiating Committee felt unable to join him in consulta- 
tion in this instance, it remains his wish and intention to continue 
to offer the opportunity at all similar stages in the preparation 
of the new service. . 

The Minister has, of course, no objection whatever to your 
publishing this correspondence, including the present letter. 

Yours faithfully, 
J. M. K. Hawrton. 








THERAPEUTIC SOCIAL CLUBS 
AN ADVENTURE IN SOCIAL PSYCHIATRY 


A meeting organized by the Institute of Social Psychiatry was 
held in London on Jan. 14 to further the idea of therapeutic 
social clubs for patients both in and out of mental hospitals. 

Dr. E. B. Strauss, who presided, said that of the “ big three ” 
in medical psychology it was Adler who paid most attention to 
man’s relation to his neighbour. Freud and ‘Jung were more 
concerned with his internal harmony and integration. Psychotic 
patients were disoriented in time and space, but what was not 
so usually recognized was that any form of emotional or mental 
disturbance caused disorientation in a third dimension—that of 
the community. The therapeutic social club was one of several 
devices intended to counteract this. Among patients in mental 
hospitals, in addition to the disorder for which they were 
admitted, there tended to develop an “asylum psychosis,” as 
a result of which they felt that they had sunk in the social 
scale and did not belong to the community. 

Dr. J. Bierer, director of the Institute of Social Psychiatry; 
said that experience of therapeutic social clubs now extended 
over a period of nine years. He spoke in particular of the club 
started at Runwell Hospital in 1938-9. Many problems had 
to be faced in the establishment of such a club—how to 
combine freedom of action and self-government, including the 
mixing of the sexes, with existing regulations, traditions, and 
responsibilities. If patients were put in charge there was, of 
course, the risk of an aggressive patient taking possession of 
and misusing the club for the exploitation of his aggressive ~ 
instincts. On the other hand, if a psychiatrist or nurse were 
in complete charge the patient would feel that he had no say 
in the matter at all. The best solution was to let the patients 
have charge of the club, the nursing and other staff attending 
by invitation, but to have honorary members, including the 
medical superintendent, the matron, and the psychiatrist. 

In the club of which he spoke a few marriages of members 
had taken place and had been surprisingly successful. Two 
friendships had to be interfered with in order that they might 
not develop into a more serious alliance—one concerned an 
epileptic and the other a patient with multiple sclerosis—but 
in the majority of cases there was no reason to suppose that 
any harm would follow, either from the eugenic or the human 
point of view. Conditions in the club approximated more or 
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less to everyday life. The majority of patients behaved more 
naturally in the club, and this made it possible to use it for 
diagnostic purposes. A second club was established in the 
institution for chronic and deteriorated patients, and gave them 
some opportunity to exercise initiative. 

One difficulty was that patients got so accustomed to active 
social life in the hospital that they missed it after discharge, 
and this led to the formation of extra-mural clubs. This idea 
underwent a large extension when they were confronted with 
the large number of asocial, solitary, and retiring people attend- 
ing out-patient departments. In forming such extra-mural clubs 
it was important to avoid any stigma, and therefore the club 
premises were away from hospitals and the name of the club 
was non-indicative. In most of the clubs friends and relatives 
were also members ; some of these were potential patients, and 
thus the club was of assistance in prophylaxis. 

Dr. Donald Blair, deputy physician-superintendent at 
St. Bernard’s Hospital, gave some practical directions on 
the starting, management, and financing of a club. The 
Maximum number of members, he thought, should be 
between forty and fifty. It was important to have a nucleus 
of patients of reasonably high intelligence and initiative, and 
the regular attendance of the psychiatrist at club functions 
was of the utmost importance. These functions should include 
discussions, lectures, dances, and dramatic presentations. Thera- 
peutic measures should be confined to talks to patients with 
proper encouragement and suggestions. 

Other short addresses were given by Miss K. Thompson, 
social therapist at Runwell Hospital, Dr. Noel Harris, Dr. Doris 
Odlum, and Dr. Maxwell Jones, and much interest was shown 
in thé discussion which followed. 
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. MANAGEMENT OF UTERINE INERTIA 


At a meeting of the Section of Obstetrics and Gynaecology of 
the Royal Society of Medicine on Jan. 16, with Mr. A. J. 
McNair presiding, the subject for discussion was the manage- 
ment of uterine inertia in the first stage of labour. 

Mr. D. M. STERN said that uterine inertia might be said to 
occur when the contractions of the uterus during labour were 
shorter, less frequent, or weaker than normal. Normal labour 
might be assumed to last up to twenty-four hours, and pro- 
longed labour was anything beyond that time. The first group 
of causes of uterine inertia in the first stage might be described 
as a badly fitting presenting part, including abnormalities of 
the foetus and the birth canal, and also, of course, placenta 
praevia. The second group of causes might be described as 
fear—not a surprising thing when women were educated to 
expect that labour would be painful. Less common causes 
included hormonal ones, of which little was known, excessive 
multiparity, drugs and poisons, accidental antepartum haemor- 
rhage, and, of course, a full bladder or bowel. He did not 
agree that general debility was a cause; on the whole, debili- 
tated patients had a rather more rapid labour than normal. 
Treatment was principally the -correction of the abnormal 
presentation and reassurance of the patient. 

In an analysis of 23,000 cases during the period 1936-46 
labour was found to have lasted for more than 24 hours in 
4,854, or 21%. Among these were a fair number of women 
who had previously had one or two confinements, but gener- 
ally the proportion of primiparae was found to increase among 
the groups which had the longest labours. There was little 
increase in trauma with length of labour, and maternal mor- 


tality was not noticeably increased. The foetal mortality rate’ 


was unaltered if the labour extended only over three days, 
but it went up roughly to double if labour reached the fourth 
day, and fourfold if it reached the fifth day. In the course 
of these years 500 of the mothers who were admitted had lost 
their babies in their previous confinements, and in 28 cases 
this was attributed to inertia, but among these 28 all the second 
labours were spontaneous, except one which was prolonged and 
resulted in stillbirth. 


Three Types of Primary Inertia 

Prof. H. J. Drew SmyTHE described three main types of 
primary uterine inertia. The first was characterized by in- 
effectual pains from the beginning of labour, everything else 
being normal. Such pains might continue for three days, and 
the cervix did not dilate nor did the membranes rupture : Teal 
contraction or retraction of the uterine muscle was absent. The 
second was the clonic uterus, exemplified by the patient who 
from the beginning of labour had strong contractions, but in 
spite of these the cervix did not dilate and the membranes 
frequently ruptured early, with foetal and maternal distress, 
A posterior presentation, with which this delay in dilatation of 
the cervix was often associated, added to the difficulties, This 
form of primary inertia was found most often in the “ male” 
type of patient. The third type of primary uterine inertia was 
associated with fear. Patients of this type from the very firs 
pain shouted for the doctor to deliver them and became more 
and more hysterical, so that instead of relaxing they contracted 
against the uterus as much as possible. These cases were no; 
common in hospital practice but were extremely common jn 
private practice, and, he regrettéd to say, among doctors’ wives. 

In patients of the first of these types, if sedatives were given, 
the ineffectualness of the uterine contractions was prolonged. 
Sedatives should not be given during the day, but the patients 
should be ensured sleep at night, preferably with morphine, 
Rupture of the membranes in the first stage of labour was the 
danger with these patients. The thing to do was to get the 
patient on to full dilatation, which might take one, two, or 
more days, and when this was reached and the head was fairly 
down they should be delivered by forceps. Special care must 
be taken in the third stage of these labours, because then the 
same kind of inertia might be experienced. He never allowed 
the placenta to remain in the uterus for more than two hours, 
Definite shock was associated with longer retention of the 
placenta. 

Patients of the second type, in whom the uterus went on 
contracting and the cervix failed to dilate, did require seda- 
tives. The question whether there was foetal or maternal 
distress which demanded delivery of the patient depended 
entirely on how far the cervix was dilated. If it was not 
dilated up to half there were two choices—caesarean section 
or incisions of the cervix. Of the latter he had no experience. 
If the cervix was more than half dilated it responded well in 
some of these cases to further manual dilatation. 

In the third type of patient in whom the inhibitory 
mechanism was an emotional one, namely, fear, treatment 
must start in the antenatal period. It was important that 
so far as possible the patient should be under the same doctor 
during the whole period of pregnancy and parturition. Her 
condition was partly due to entering a strange environment and 
coming under different medical care when labour was imminent. 
With the anxious patient reliance must be placed during the 
first stage of labour on fairly strong sedatives. Often one was 
more or less compelled to use the forceps on these patients. 
owing to pressure from their families. The alternative was to 
give them the old “twilight sleep,” but this prolonged labour 
and might tip the balance against the child. Secondary uterine 
inertia during the first stage of labour was almost certainly 
due to disproportion, which demanded operative intervention. 


Points in Treatment 


Mr. J. V. O’SULLIVAN said that he took inertia to mean the 
prolongation of the first stage of labour over thirty hours. The 
classification might be into primary and secondary, primary 
where the cause of the weak pains was not known, and secon- 
dary in those cases in which the cause could be found. Every- 
body agreed that post-maturity and endocrine imbalance gave 
rise to inertia, and so did interference with the polarity of the 
uterus. He had never been able to understand how the uterus 
which appeared to be one organ, could contract in the uppe! 
part and relax in the lower, and in fact he did not believe it; 
he believed that the upper portion simply contracted mor 
strongly than the lower. 

Sedation was necessary at some stage in all these cases. # 
practice was to use drugs as far as possible only by night, 


indeed to avoid all sedative drugs for as long as was reasonably 
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ble. He reserved morphine for those cases in which there obviously it was inadvisable to give pituitary extract. The 


deni uterine contraction and those in which the inertia 
was due to fear. The difficulty with morphine was that once 
the patient had it she would not do without it. He found a 
high foetal mortality in cases in which morphine had been 
used. He had not much faith in uterine stimulants. He believed 
in 2 oz. (57 ml.) of castor oil, followed by an enema and a hot 
bath, as a suitable stimulant on the second day. 

Sepsis was a danger, and for that reason he recommended a 
routine vaginal culture. On the third day he put the patients on 
prophylactic sulphonamide, and if necessary added penicillin. 
The important day was the third day. After 72 hours the risk 
of caesarean section became rapidly less serious. On the third 
day he always had an x-ray anteroposterior and lateral view 
taken. Where medical treatment failed surgical measures 
became necessary. In cases where the cervix was two or three 
fingers dilated and where pains were regular (very rare cases, 
perhaps 3 in every 1,000) he still cut the cervix at the 9 o’clock 
and: 3 o'clock positions. Cases which required this were those 
where the head was deeply engaged, the membranes ruptured, 
and the cervix very thin. Caesarean section in his practice had 
only a very limited use. In conclusion Mr. O'Sullivan quoted 
figures from one hospital last year with 1,739 labours ; there 
was inertia in 100, among which spontaneous delivery took 
place in 35, forceps delivery in 51, the cervix was cut in 7, 
and 3 caesarean sections were done. He quoted an old 
admonition which seemed specially applicable to inertia: “In 
all cases we seek to determine not what the woman can endure, 
but what she can accomplish.” . 


Prevention of Inertia 


Prof. W. C. W. Nixon said that in many obstetric clinics 
labour lasting longer than 48 hours was put into the category 
of uterine inertia. Whether such a statistical compilation was 
useful was open to doubt. Prof. Nixon showed some tables 
illustrating the incidence of uterine inertia among the cases at 
University College Hospital. Prolonged labour (over 48 hours) 
was recorded in 7.6% of the cases during the two years 1946-7. 
About three-fourths of the: women delivered themselves. Was 
it possible to prevent uterine inertia? Although Mr. Stern 
had shown that it was not entirely a condition restricted to 
primiparae, yet on the whole it might be taken as such. Prophy- 
laxis should start early in pregnancy and should be continued 
into the delivery period. Encouragement, sympathy, and the 
administration of the proper sedative at the proper time would 
do much to allay fear and to inhibit its effect on the dilatation 
of the cervix. Active movement in the early part of the first 
stage should be encouraged. Attention must be paid to fluid 
control and the condition of the patient. Among the established 
cases of uterine inertia the most anxiety was caused by those in 
which the contractions were feeble and the cervix remained 
stationary at two to three fingers’ dilatation. 

On the assumption that it was on the parasympathetic side that 
help was needed, in a recent case at University College Hospital 
where labour had been in progress for 52 hours, and the membranes 
had been ruptured for the same length of time, prostigmin was tried. 
Bundle contractions were slightly increased, though only temporarily, 
and the dilatation of the os remained the same, namely, three fingers. 
This patient weighed nearly 95 kg., and had put on nearly 18 kg. 
in the last six months of her pregnancy. There was so much dis- 
tension of the distal colon that only a small area on the right side 
of the uterus could be palpated. Although the foetal heart could 
not be heard caesarean section was done and a live baby delivered. 
All that the prostigmin did was to reduce the blood pressure, the 
systolic from 172 to 128, the diastolic from 104 to 78 mm. Hg. 
hee only complication in the puerperium was a urinary. tract 
Infection. 


The haphazard use of pituitary extract was to be condemned, 
but there were cases of uterine inertia in which it could be 
given provided there was no disproportion, that the woman 
was not of excessive parity, and that there was no malpresenta- 
tion. Prof. Nixon demonstrated an improved instrument, de- 
vised in Budapest, for measuring uterine tone. The instrument 
made it possible to determine in which cases pituitary could 
be given with safety. If the tracings of the uterine contrac- 
tions showed the uterus to be in a state of hypertonus, then 


reason why this drug had fallen into such disrepute was 
because cases had not been selected properly. When hypo- 
tonic inertia was shown it was quite safe to give the drug, 
and the effect of the first injection was to be seen in a few 
minutes. 

In discussing surgical procedures Prof. Nixon said that when 
labour was allowed to be so protracted that there was excessive 
clonic distension with the drawing up of the bladder almost 
to the umbilicus he made it a rule to terminate the case by 
caesarean section. Much harm had resulted from the teach- 
ing that the delivery, if the membranes had been ruptured, 
must at all costs be by the vagina. Unnecessary vaginal mutila- 
tion, predisposing as it did to infection, had resulted from the 
adoption of this inflexible attitude in obstetric practice. He 
had never yet regretted doing a caesarean section for cases of 
protracted labour, but in some cases he wished he had not 
shown so much zeal for vaginal delivery. 


General Discussion 


Dr. ALECK W. Bourne said that he entirely supported Prof. 
Nixon in what he had said about the use of pituitary extract. 
It should not be given in any circumstances in which there 
might be mechanical difficulty in labour. With regard to manual 
dilatation of the cervix, it was worth bearing in mind that there 
might be as the hours passed no apparent increase in size, but 
there was an increase in softness, and, for example, even though 
one had failed to dilate manually at 8 a.m., one might find six 
hours later that, while the cervix was no bigger, the fingers 
would open it up perfectly easily. If the head was fairly well 
down and the cervix was pressed over the head there was no 
place for caesarean section. Incision of the cervix would never 
enable it immediately to dilate because the constricting power 
of the cervix was in the ring. 

Dr. GRANTLY Dick ReaD said that in his view there were 
three types of uterine inertia. The first was found in the women 
who went into apparently definite labour and stayed there, start- 
ing with weak regular contractions, prolonged into severe and 
painful contractions, coming on a fortnight or three weeks before 
the baby was expected to be born. These patients got a tender 
and sensitive uterus. The contractions caused distress to the 
mother, not to the baby, in his experience. These cases were 
not true labour at all. When, later on, normal labour did 
begin the women knew the difference at once. They would 
say, “ Now that is different; now I am in labour.” In nearly 
every such case, on investigation, an anxiety state was disclosed. 
The second type included those whose labour lasted from 36 
to 50 hours, with weak contractions, though not distressing to 
patients who had been told how to conduct their labours, nor 
causing distress to the child. It would be found in most of 
these cases that there was some psychological factor working 
towards neuromuscular imbalance. The third type had.a good 
labour until about three fingers dilatation of the cervix, and 
then there was an emotional storm, many women giving way 
entirely to the emotional state. 

Treatment was to give fluids, to give rest, but, above all, to 
give confidence. There should be no hurry, no disturbance, 
but an atmosphere of complete calm. Sleep must be induced, 
particularly at night; exercise during the day was better than 
lying in bed. One of the greatest evils in obstetrics was the 
impatient attendant. If after three days there was no evidence 
of labour he suggested that the mind of the patient be investi- 
gated as well as the pelvic mechanism. 

Mr. JoHN Howe ns related particulars of a private case in 
which epidural anaesthesia was employed. This was a patient 
whom he had “ conditioned according to the best Grantly Dick 
Read technique,” and she went into a good labour. Then epidural 
anaesthesia was given, the anaesthetist, against his advice, giving 
her 45 ml. This led to an intractable primary uterine inertia— 
or really a secondary inertia, for the prime cause was the 
anaesthesia. Eventually she was delivered by the vaginal route. 
Unlike Mr. O’Sullivan, he was convinced that the uterus was 
two muscles differently innervated, one presumably by the para- 
sympathetic, and the other by the sympathetic. 

Two of the opening speakers made brief replies. 
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Censorship. 

Sirn,—The letters from Mr. J. Johnston Abraham (Dec. 27, 
1947, p. 1053) and from Mr. R. F. West (Jan. 10, p. 69) draw 
attention to what is one of the great dangers in any State 

. Medical service: the fettering of free expression of opinion. 
The strength of medical practice in Britain has been the doctor- 
patient relationship. The patient knows his doctor as a man. 
He knows his wife, his children, his dog, his car, his way of 
life. He chooses him when he is ill because he trusts him as 
a map. He comes to him for his opinion and his help, believ- 
ing that the opinion will be honestly given and the help the 
best he can provide. Were he to think, or even to suspect, 
that he was being handed out the stock doctrines of authority, 
or given the treatment enjoined in the latest circular from 
headquarters, he would lose this belief. 

We have passed through a long period in which truth has 
been at a discount and honesty an unpopular virtue. Speakers 
and writers have uttered advisedly rather than freely. They 
have said what they were told to say, what they felt they ought 
to say, what they were afraid they might-cause-alarm-and- 
despondency-and-let-the-side-down by not saying, rather than 
what they passionately desired to say. We want truth and 
freedom to walk among us again. How many enjoy them 
to-day ? 

Men who enlist in a service lose the right to publish as they 
like. Those who work for the Medical Research Council must 
submit to a benevolent guidance. Servants of Government 
departments must express opinions that fit the policy of the 
moment. Experts who are asked to report must suppress their 
report if its findings fail to confirm the views of the Minister 
who asked for it. Ration analyses, health statistics, nutrition 
surveys, all fall obediently into line with the propaganda pro- 
gramme. Are potatoes plentiful ?—they are magnificent food. 
Are they scarce ?—they are starchy rubbish. 

Medicine can advance only while the right to speak and pub- 
lish freely is open to all medical men; while the small man 
working without a research grant or the help of a well-equipped 
laboratory can put forward his humble thesis with as much 
right to be heard as the hall-marked and salaried professor ; 
while new ideas gain ground because they are backed by facts 
and not because they are backed by authority, and old ones 
disappear because they are disproved and replaced by some- 
thing better, and not because they are suppressed. 

Magna est veritas et praevalebit. Will it after the appointed 
day ?—I am, etc., 
London, W.1. HENEAGE OGILVIE. 

Sir,—My attention has been drawn to the letters of Mr. John- 

ston Abraham (Dec. 27, 1947, p. 1053), and Mr. R. F. West 

(Jan. 10, p. 69). Their insistence that the medical press must 

at all times and at all costs be kept free from official interfer- 
ence is one which appeals to my heart and one which specially 
concerns tropical medicine. To this subject workers of all 
nations have contributed, and for this development unfettered 
and unbiased criticism has been most necessary. On many 
occasions when official views have been promulgated—as, for 
instance, in the manner of transmission of yellow fever, malaria, 

cholera, or plague—they have proved erroneous. Therefore I 

cannot imagine any Government in this country being so fool- 
hardy as to press for a muzzling of medical publications, and 
if there is any tendency to do so we must fight.—I am, etc., 


London, W.1. PHILIP MANSON-BaRR. 

Sm,—Among those called upon to vote in the plebiscite are 
medical men who devote most or all of their time to research. 
One point which has been discussed in your correspondence 
columns (Mr. J. Johnston Abraham, Dec. 27, 1947, p. 1053; 
Mr. R. F. West, Jan. 10, p. 69) concerns them directly and 
vitally. This is freedom of publication. In the absence of 
specific assurance, which does not seem to have been given, 
there will be a natural fear that this freedom will be endangered 
by the operations of the new Health Act. 


a 
Other points at issue between the Minister and the Profession 
may not concern the research worker so directly ; neverthe 
the freedom and the conditions conducive to good work which 
he enjoys depend upon the maintenance of the freedom of the 
profession as a whole. If we as research workers feel that the 
refusal of the Minister to grant the desired concessions does 
threaten that freedom, then it is our duty to place Ourselves 
alongside our colleagues who are in practice and return 4 
decided “ No.”—I am, etc., 


London, W.C.1 J. A. FRASER ROBERTs, 


Sirn,—Mr. J. Johnston Abraham's letter (Dec. 27, 1947 
p. 1053) raised questions of such fundamental importance tg 
medical education that I expected his challenging communica. 
tion would be followed by correspondence from those better 
qualified than myself to express their views. The absence of 
this, combined with a belief that Mr. Johnston Abraham 
sounded a note that, if not heeded by the profession, May 
lose us one of our birthrights, causes me to call attention to 
the fact that, except in the case of medical literature issued by, 
or on behalf of, the Ministry, the Ministry of Health, while 
sponsoring a complete health service for the nation, has not 
established a single priority for medical literature in the impor- 
tant matters of delivery of paper from the mills, printing, or 
bookbinding. Consequently medical students’ textbooks take 
their turn for paper, printing, and binding with manuals on 
greyhound racing and “ How to Play Poker.” : 

As yet, none of the priority Government publications are 
designed for the use of medical students, but one must presume 
that in due course trainees for a Civil Service will be issued 
with official handbooks. While I am open to conviction, after 
a critical examination of Government medical publications, | 
have formed the opinion that the Ministry of Health’s official 
student textbooks, if and when they are available, are not so 
likely to appeal to medical students as those compiled and 
produced by private enterprise. In my view something is lack- 
ing in the official publications ; they fail to reveal the spirit of 
an unfettered Aesculapius striving to pass on the torch of know- 
ledge for the good of mankind and the advancement of the 
profession. Undoubtedly it is the censorship which Mr. John- 
ston Abraham deplores that tends to stultify these and other 
communications that emanate from the pens of medical writers 
who must obtain official permission to write.—I am, etc., 


London, W.1. HAMILTON BAILEY. 

Sm,—I entirely agree with the remarks of Mr. R. F. West 
(Jan. 10, p. 69). 

While serving during the war, as M.O. to an Ordnance 
Depot, I had occasion to write to B.M.J. a report of what I con- 
sidered to be an unusual case of idiosyncrasy to strychnine. 
I soon discovered that it was not as easy as all that. It had 
to go through the usual channels. First the C.O. (R.A.O.C,) 
had to peruse the report, and on his profound knowledge of 
medicine, acquired as a business executive, allowed it to go 
through to the A.D.M.S. He in his turn allowed it to go 
through to the D.D.M.S., who after a considerable delay passed 
the document as fit for publication. 

I take it that this procedure was necessary to protect the 
Editor of B.M.J., who must have been considered to be incap- 
able of deciding whether this sinister report would have been 
of use to the enemy.—I am, etc., 


London, E.9. P. R. SAVILLE. 


A Decisive No 


Sir,—To one who has followed this controversy as anxiously 
and closely as I have done, ending-up with the masterly analysis 
of the situation by our Secretary on Dec. 31 and attendance in 
the gallery at the S.R.M., there will be no difficulty in answer- 
ing the plebiscite. But I am well aware that there are many 
doctors who have no time, or no inclination, for study of the 
complicated issues which have been raised, especially by the 
astute appeal made by the Minister. I therefore offer what | 
think is a legitimate simplification of the problem which will 
face all recipients of the plebiscite. 

In a body so large as ours it is impossible to attain unanimity 
on any point, but on one point we have approached it s0 


nearly as makes no matter. To thosé who are doctors first and — 
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ians after, a whole-time salaried service is hateful. Well, 
look at the following facts : (1) The policy of the Labour 
Party is to have such a service. It has never been disguised. 
But Mr. Bevan as a strategist realizes that sapping is his policy 
and not a frontal attack. (2) He therefore enacts that any 
doctor entering the Service must (a) sell his practice to the 
State, and (b) accept a basic salary, the amount of which can 
be varied at the will of the Minister. The rest is easy. The 
“ ripening ” Process is entirely in his hands. It seems to me 
to follow logically that if we are still against a whole-time 
salaried service the answer is a decisive ns No.” But for the 
sake of our credit as consistent people let it be decisive. If it 
:; not, then for heaven’s sake let us stop talking of our 
“ principles.” ; eo 
I am still sufficient of an optimist, even in these fantastic 
days, to believe that the answer will show that “surely in vain 
the net is spread in the sight of any bird ”—a remark made in 
the book of Job, who was as patient under provocation as our 
Negotiating Committee seems to have been.—I am, etc., 
ALFRED Cox. 


politic 


London, S.W.7, 


Twelve Reasons for “No” 


Sir,—There are at least twelve reasons why we should vote 
against entering into contracts under the National Health 
Service in its present form. 

1. If we do not look after our own interests no one else will 
do so for us. 

2. Those who may be inclined to approve the Act on the 
grounds that, in their opinion, the terms offered are acceptable 
should reflect how much better those terms will become if we 
reject the Minister’s offer now with a united voice and subse- 
quently negotiate our own terms. 

3. If the general practitioners allow their goodwill to be 
filched from them the last vestige of medical independence 
will go. 

4.if they once accept even the theory of basic salary the 
same thing is likely to occur. 

5. The remuneration proposed for general practitioners is 
arbitrarily determined by Ministerial regulation, and once we 
enter such a service our incomes are entirely within the 
Minister’s power. 

6. The consultants and specialists do not yet know what their 
remuneration is likely to be. 

7. At present a Public Health Officer can seek employment 
under another local authority if he is not satisfied with his 
position. In the National Health Service terms and conditions 
of service will be uniform throughout the country, so there will 
be no advantage in moving. ° 

8. It will undoubtedly redound to the benefit of the public 
if the Act is amended to ensure professional independence and 
freedom. 

9. I am quite sure the pyblic can rely on getting a square 
deal from a free profession. I am equally sure the profession 
cannot rely on getting a square deal from a politician. 

10. Not a single one of the principles enunciated by the 
Negotiating Committee has been conceded by the Minister. 

11. The Minister’s reply to the Negotiating Committee is full 
of misleading statements and leaves the question of partnership 
agreements in a complete legal fog. 

12. The Minister’s reply states the Act will be amended as it 
is found wanting. It has already been found wanting in respect/ 
of partnership agreements and yet remains unamended.—I am, 
etc., 


Harrow. J. B. WRATHALL ROWE. 


No—and Why 


Sir,—On Dec. 15 last I was informed in a letter from the 
local insurance committee that I may use only drugs in their 
list, or appendix, when treating insured patients. I may not 
therefore use, for instance, penicillin tulle gras. On Jan. 15 
I received from the regional petroleum office exactly half of 
the amount of petrol for which I had applied, although the 
signed log that I enclosed with my application clearly showed 
the amount of petrol that I use each month. Just two examples 
of bureaucracy, and just two more reasons why I shall vote 
“No.”—I am, etc., 


Kirkbymoorside. RICHARD N. THEAKSTON. 


No 


Sir,—I had not intended to add to the many letters re the 
Health Service Act, but I have been stung into so doing by 
a happening to-day. Obviously the only line of action surely 
to prevent the surrender of Medicine to Socialist doctrine is 
to say “ No, take it away,” to the Act as it stands. What will 
happen after saying “ No” one cannot say, and I was in some 
doubt as to whether the B.M.A. had thought of all eventualities. 
After listening to Dr. Hill at the local B.M.A. meeting I was in 
doubt no longer, and could see clearly how “ No” could be 
sustained, how it would gain its end, and both the personal 
and general likely course of events. The case for “No” is 
unassailable compared with “Yes.” It is dangerous even to 
think “Yes,” for this leads to confusion of thought and 
inability to see that ‘“‘No” can, and must, be sustained what- 
ever happens. Yet immediately after the meeting I was flabber- 
gasted to.find an intelligent fellow doctor (not a G.P.) toying 
with the “ Yes” attitude from personal considerations, and 
apparently unable to see how a united “ No” could be consis- 
tent with continuance of his employment, etc. I assessed 
him as a nitwit on this, told him so, and tried to explain what 
Dr. Hill had just explained with complete clarity! Are there 
many nitwits 7?—I am, etc., 

Birkenhead. A. M. FRASER. 


Medical Students Say No 


Sir,—I am amazed how little consideration has been given 
to the opinions of to-morrow’s doctors. We medical students 
must stand by and watch others decide our future. We place 
all our hope in the good sense of those who are to vote in a 
few days’ time. Let them remember that it is not merely their 
own private interests which are at stake, but the freedom of 
thousands of would-be doctors who have no say in the matter 
at all. If doctors accept the State Medical Service as it stands, 
with its many good points but several entirely unacceptable 
ones, they will condemn us to a life of State service which we 
had not bargained for when we took up medicine. If they do 
but stand firm, they can insist on a form of service which they 
would not be ashamed to hand on to us.—I am, etc., 


Cambridge. PETER LYNE. 


Sirn,—May we—medical students—take up some of the valu- 
able space in your Journal? On reading some of the letters 
printed in your correspondence columns one feels that their 
authors are chiefly afraid of the attitude of the young newly 
qualified doctors towards the National Health Service Act. We 
can only say that from our small experience of our fellow 
students, including many who have qualified during the last 
eighteen months or so, we do not believe that the majority of the 
younger members of the profession are so attracted by the 
present form of the Act as your correspondents fear. 

Dr. Dan E. Davies, in his letter in your issue of Jan. 10 
(p. 70), scorns the stated first principle for which the profes- 
sion stands, or rather he refutes its sincerity. He declares that 
it really ought to read, “ The medical profession in its own 
interest is opposed to.” etc. He declares that our interests are 
purely selfish in opposing the Act. But how does this agree 
with the statements made by the Minister and all those who 
support the Act, when they say that in fact the Act is a good 
thing for the doctors as they will be financially better off and 
their “working conditions” will be much better? If our 
interests are selfish and the Act is to our benefit, why then 
do we oppose it? 

As has been pointed out in your columns hitherto, the Lord 
Chancellor said, during the third reading of the Bill in the 
House of Lords, that the success of all their Socialist schemes 
—particularly their National Insurance scheme—depended upon 
satisfactory control of certification. Apparently they do not 
trust doctors to be honest in certification. We are selfish! We 
cannot be trusted! Altogether we’re a pretty roguish lot ! 
Let us for a moment agree with these people in their estima- 
tion of doctors, and see how this unmoral profession is going 
to fit into their National Service. There can be no doubt that 
the system of remuneration, with a basic salary proposed by 
the Minister, is but a step towards a full-time, wholly salaried 
service. This has been admitted by the Minister and others, 
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and announced in the official Socialist programme. And when — The choice will be “ submit, or change your job.” How clinical 


this is so, when our income does not depend upon the numbers 
and satisfaction of our patients, we could not hope to gain 
anything by taking the extra care which differentiates the treat- 
ment given by a good doctor and that given by an indifferent 
doctor. Why should we, then, who have no real interest in 
our patients, give ourselves coronary thromboses by working 
a bit too hard? True, the State could sack the bad doctor 
who really wasn’t doing his job, but what would it do with 
the whole host of indifferent doctors who would certainly not 
make the Service such a wonderful thing as the Minister appar- 
ently would wish ? (Indeed, the excellence of the new Service 
is his only interest!) If the doctors are such a shocking lot, 
would it not be better to ensure their good work by giving 
them the inducement of capitation fees rather than a fixed 
salary ? This would be the logical course for the Minister 
to take. 

It the members of the medical profession are as the Lord 
Chancellor and others of the Socialist Party and Dr. Davies 
seem to believe, reactionary, Conservative, true-blue, worthless 
money-grubbers, then heaven help the patients under the form 
of Health Service at present envisaged in the Act ! 

Perhaps we may be young and innocent, and do not know 
the ways of the big bad world ; but, though we do not believe 
that doctors are all saints any more than any other section of 
the community, we do believe that by far the majority of the 
medical profession are sincere in their concern for the welfare 
of their patients and in their desire for a good and comprehen- 
sive Health Service available to all. And we do believe (as 
we know do many of our fellow students—especially after a 
closer study of the Act and its implications and the Minister’s 
type of negotiations during the last twelve to eighteen months) 
that the Act in its present form will not provide the improved 
Health Service that we wish to see in this country ; and that 
the clear duty of every medical practitioner, in the name of 
everything that the medical profession holds sacred, is to refuse 
to have anything to do with the National Health Service Act 
in its present form.—We are, etc., 

PETER J. STEVENS. 


J. E. KE&En. 
P. A. CROWTHER. 


M. OKELL. 
F. WILKINS. 


West Bromwich 


Treasury Control 


Sir,—As it is clear that many doctors, including apparently 
all those belonging to the Medical Practitioners’ Union, have 
not yet read or digested the new Health Service Act, may I 
repeat the gist of some remarks I tried to make at the Special 
Representative Meeting ? 

The trouble with this Health Act is that it ties up medicine 
with financial insurance benefits, and this makes it a gigantic 
financial gamble, especially as sickness absence, in spite of the 
five-day week, which has reduced it, is still much higher than 
the Government estimates allow for. This being so, the last 
word is not, as commonly thought, with the Minister but with 
the Treasury, for Section 75 (3) of the Act clearly states : “ Any 
power conferred on the Minister by this Act to make regula- 
tions shall, if the Treasury so direct, not be exercisable except in 
conjunction with the Treasury.” We all know that it is the 
regulations even more than the framework of the Act that will 
decide what sort of service it is to be, and this is the clearest 
possible warning that Treasury control will be the dominating 
factor, as indeed we have most of us known it will be if the 
funds are to remain solvent. When, therefore, the Minister 
writes that the doctor “is left to look after his patients in his 
own way and to the best of his clinical ability. He is not ‘ under 
orders,” and again. “ There is no reason whatever why .. . 
the professional independence of the doctor should be affected 
by a switch-over from private fees to public funds,” he is writing 
a demonstrable untruth, for even if Mr. Bevan should wish it 
he has no power to enforce it. 

When the present spendthrift policy is changed, as it will have 
to change if the country is to survive, it is clear that the strongest 
possible pressure will be exerted on doctors to cut down pre- 
scribing, certification, and everything that goes with clinical 
freedom and individual judgment. Medicine will be a State 
monopoly (and medicine touches minds and souls as well as 
bodies), and this Act makes Treasury control the final arbiter. 


freedom is to be maintained in a State health service is a 
question, but this Act provides that the question should Never 
arise. Treasury control—i.e., financial considerations—wiy 
settle the matter, and there is no appeal. 

I also drew attention to Section 43, which gives the Minister 
power to do or dispense with practically anything in areas 
where he considers the services inadequate. This is Mr. Bevan's 
provision to break any “ doctors’ strike,” being sure that, what. 
ever happens, the doctors will not let their patients suffer 
medically. Section 43 states : “ If the Minister is satisfied , >. 
as respects any area... that for any . . . reason any cop. 
siderable number of persons in any such area... are not 
receiving satisfactory services under the arrangements in force 
under this Part of this Act, he may authorize the Executive 
Council to make such other arrangements as he may approve, 
or may himself make other arrangements and may dispense 
with any of the requirements or regulations made under this 
Part of this Act so far as appears to him to be necessary tg 
meet exceptional circumstances and enable such arrangements 
to be made.” This provision goes far beyond the Trades Dis- 
putes Act and should make any trade unionist blush with shame. 
The two sections I have quoted should also frighten patients, 
as well as doctors who might be tempted to accept the Minister’s 
blandishments at face value. Together they make this so-called 
social security measure one of the most retrograde pieces of 
legislation passed for a century. They are far more fundamental 
for medical practice than any of the details discussed by the 
Negotiating Committee, and amendments to secure their repeal 
or to introduce proper safeguards should most certainly be 
introduced before doctors think of accepting service under 
the Act. 

A Minister who with Hitlerian cunning and honeyed words 
inserted such a dagger blow at professional and personal free- 
dom should be disowned by any Government that claims to 
represent the people. In their opposition to this Act the doctors 
are not fighting to exploit the patients but to protect them, and 
with Treasury control they will need some protecting.—I am, 
ete., 


Winsford, Cheshire. W. N. Leak. 


The Fight 


Sirn,—We believe we represent many of the junior hospital 
doctors. We understand that those serving whole-time appoint- 
ments at voluntary hospitals will be asked to vote with the 
consultants and general practitioners in implementing their 
“No” votes (if so they be) by an undertaking not to actept 
Service under the Act as it stands. This group, which comprises 
registrars (including those with ex-Service grants) and residents, 
forms a considerable number, and their decision generally may 
well influence considerably the extent of the majority against 
the Service. For this reason we urgently request information 
on the following points, as we believe it may help to clarify the 
issue for many in our position. 

In the event of a majority of “ Noes” from consultants, 
G.P.s (including at least 13,000 of the latter), and residents, 
those of us who have pledged our support will be asked to refuse 
to accept service. 


(1) Will this be binding if our particular group (the residents) 
is in a minority, even though there is an overall majority ? 


(2) Though we are all to continue our medical work we may 
find this difficult for several reasons. We shall be working ina 
hospital owned by the Minister and we shall be the only group 
of doctors with no possible source of income (except possibly 
for a small payment from the fighting fund). It is unlikely that 
the Minister will pay us unless we are prepared to join his 
Service, and he will not allow us the freedom of a token strike. 
In spite of current opinion to the contrary, he may well offer 
us terms and conditions of service on July 5, either temporary 
or permanent. If he cannot start the general scheme, he may 
well attempt to save face by starting the hospital service. 
Either we resign our jobs and starve, and the patients in 
hospital will be left to nature and the nursing staff (admittedly 


this is quite adequate in the majority of cases), or a sufficieni 


number of us stay, who can staff the hospitals while the res! 
remain unemployed and fulfilling no useful opposition to. the 
Act. It is useless for us to make local agreements because th¢ 
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hospitals in all areas must carry on. Which of these alternatives 


shall we be asked by the B.M.A. to pursue ? 


(3) Those whose appointments come to an end in mid- 
summer will be automatically debarred from applying for any 
other hospital appointment in the country. This will apply to 
many residents whose appointments are limited to six months. 


(4) What will be the effect on those at present working in 

teaching hospitals? They will be to some extent autonomous. 
Will this autonomy extend to allowing continuation of work 
(with or without pay) to those who do not sign on the Minister’s 
dotted line ? 
- Though, unlike the G.P.s, we have no capital at stake and 
therefore less to lose, we find that we are in a peculiar position, 
and we should be grateful for a more informative statement on 
the practical measures before signing the second and third 
questions in the plebiscite. At present many of us feel that 
this will be like signing a blank cheque to the B.M.A. (ad- 
mittedly the alternative will be one to the Minister). We should 
be grateful if you, Sir, could provide this information. 

We are opposed to the principles of the Act and we should 
like to do all in our power to resist it, but some of us have 
families to support, which we find almost impossible to do at 
the moment on very restricted incomes. We also think that an 
assurance that the B.M.A. (when they are in a position to 
state their terms) will press for better pay for us will give greater 
confidence to many of our friends. There are many who just 
cannot survive indefinitely on present salaries, and they feel 
that in the past insufficient support has been given them. All 
we desire is that many valuable votes to enhance the cause of 
freedom shall not be lost through want of clarity.—We are, etc.. 


F. J. Fuint. 

R. S. WEETCH. 

A. J. BaILey. 

E. A. BROOMHEAD. 
Sheffield. R. W. TEMPLE. 


*.” The Secretary of the B.M.A. comments : If the situation 
described in this letter arises, voluntary hospital medical officers 
will be advised to continue with their work as if no dispute were 
in operation, renewing appointments or taking new appoint- 
ments in the hospital field if necessary. They will simply be 
asked not to enter the field of conflict—that is, that they should 
not enter the Service as a general practitioner or as a consultant 
or specialist until the conflict is over—Ep., B.M.J. 


A Sufficiency of State Hospitals ? 


Sir,—As a physician who has served a municipal hospital for 
a number of years I hope I may be forgiven if I insert a few 
platitudinous observations. There has been some attempt in 
the past to represent the municipal doctor as an apathetic 
creature tied up in red tape and complacent in these curious 
bonds. In point of fact many of us have long been striving 
actively to meet demands which will be increased when the 
National Health Service comes into being and so cannot but 
— the increasing difficulties which will then be encoun- 
ered. 

These difficulties, . met even in a live, supple, and efficient 
organization, include: (1) Insufficient beds to meet all the 
demands made throughout the year for the treatment of 
seriously ill patients. (2) The housing in hospital beds of infirm 
and homeless, but not sick, old persons, with consequent increase 
of difficulty 1. (3) The use of a number of wards, quite inade- 
quate for the district, for cases of pulmonary tuberculosis who 
would be more conveniently treated elsewhere. (4) An insuffi- 
cient number of nurses and orderlies to keep all the hospital 
wards open, further increasing difficulty 1. (5) An insufficient 
number of domestic staff and cleaners, which further aggravates 
difficulty 4. , 

When I consider these shortages of hospitals, hospital per- 
sonnel, sanatoria, and of homes for the aged I do not forget 
that they probably occur much less severely in this progressive 
and wealthy county than in many other places. I do not inquire 
what Possible shortcomings of a similar type there may be in 
the organization of the service outside the hospitals, but I hope 
that in these days of national poverty the general public is 


not being led to expect something expensive and valuable which 
will neither be in existence this July nor for a long time after- 
wards. 

We all look eagerly forward to the completion of a full 
hospital service throughout the length and breadth of the land, 
but can we now be assured that we shall soon see the end of 
the building difficulties which have so long balked those who 
would otherwise have built more hospitals and homes? Can 
we also be sure that there are available sufficient and suitable 
recruits for the nursing and domestic staffs just waiting to be 
attracted into the service by the ideal conditions of employment 
in State hospitals ? But if both the “ bricks and mortar” and 
the staffs are not assured, then surely we are contemplating a 
premature start of the scheme, and it is, at present, unjust to 
offer it to the public as a National Health Service.—I am, etc., 


Edgware, Middlesex. G. H. JENNINGS. 


Payment of Hospital Staff 


Sir,—It is somewhat disingenuous for the Dean of University 
College Hospital Medical School to suggest (Jan. 10, p. 71) that 
the acceptance of salaries at this moment (part-time or not) 
by the honorary medical staff of his hospital, post-dated to 
January, 1947, has nothing to do with the imminence of a 
State medical service. At the meeting of the Marylebone Divi- 
sion I did not criticize them for so doing : I merely gave that 
hospital, among others, as an example of what was happening, 
and asked whether the B.M.A. (several leading members of 
Council were present) advised that this example should be 
followed by other hospital staffs. Nobody answered my ques- 
tion, but I cannot help thinking that if the honorary staffs of 
our leading hospitals had refused to contemplate accepting part- 
time salaries at this juncture it would have set a good example . 
and helped to keep our profession united.—I am, etc., 

London, W.1. R. Scott STEVENSON. 


Unity of Profession 


Sir,—The Minister’s reaction to a plebiscite majority against 
accepting service will furnish a useful yardstick of his sincerity 
towards the general public. He states that he is actuated in the 
ultimate resort solely by his concern as responsible Minister 
of the Crown in the welfare of the men, women, and children 
whose care he, undertakes (through the profession) and who are 
wholly dependent on that care. If his concern is sincere then 
by no stretch of his political imagination could he envisage an 
efficient service manned by resentful personnel forced by cir- 
cumstances, chiefly financial, to become unwilling participants. 
Greater men than Aneurin Bevan have attempted and failed to 
enslave free peoples, and I am convinced that this would-be 
dictator will fail to enslave the profession. 

The issue now confronting each individual is whether he 
wants to decline or accept participation in a whole-time State 
salaried service, whether he is prepared to stand by or reject 
the well-considered and matured advice of the Council of the 
B.M.A. If a majority of the profession shows at the plebiscite 
that it wishes to participate, we, the antagonists, will throw in 
our lot with it and hope for the best, but should the state of 
affairs be reversed I would appeal to the minority to stand by 
the majority vote. Such unity is absolutely essential. I would 
also exhort those contemplating accepting service, or those who 
may be wavering, to think carefully on the main issue once 
again. Loyalty to the majority vote and to the Council’s advice 
should be an honourable duty. Self-interest, especially thoughts 
of financial gain, must be eliminated. The retention of freedom 
for patient and doctor ought to be the dominant considera- 


tion.—I am, etc., 


Burbage, Leics. CHARLES O’DONOVAN. 


Strong Position 


Sir,—In your leading article of Jan. 10 (p. 53) occur the 
words: “The medical profession is in a strong position and 
should be more conscious of that fact.” Personally, I would 
state the case more emphatically and say our position is not 
only strong but can become unassailable if we choose to make 
it so. United, we are all-powerful. We have only to decide 
if we are justified in applying such power. Some might hesi- 
tate to use it arbitrarily, but I think the vast majority must 
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feel so sure of the justice of our case—which is nothing less 
than safeguarding our profession from utter serfdom and 
degradation—that the end justifies the means. 
together, we have absolute power and the Minister is help- 
less. On the other hand, if we work the Act we hand this 
power to the Minister on a platter and deliver ourselves into 
bondage. Already the Minister has attempted to crack the 
whip while we in fact still hold it. What if we allow him 
to obtain arfirm grip? Almost unanimously we have agreed 
upon certain principles regarded as absolutely essential for the 
future welfare of both patient and profession. These principles 
are not embodied in the Act. It therefore follows automatic- 
ally that the profession must condemn the Act. Are we to 
be so misguided as to work an Act we have no choice but to 
condemn ? 

The position is simple. We know the Act is bad ; we know 
we have the power to prevent it ever coming into force; and 
we know also we can compel an amended Act embodying our 
principles. Then let us do so without fear, since there are 
signs everywhere that the doctors are rallying and will stand 
fast. This letter is to appeal to any in doubt. There is nothing 
to fear except disunity. In unity our power is absolute and 
victory certain.—I am, etc., 


Tiverton, Devon. R. E. J. PEMBREY. 


For the Service 


Sir,—In the spate of letters about the National Health Service 
many writers give their personal opinions as if they were the 
unanimous views of the profession. May I, therefore, for a 
start disclaim to be speaking for or expressing the views of 
anyone but myself. In the first place the overriding factor 
must be finance. I cannot afford, nor, I suspect, can more 
than a negligible percentage of my colleagues afford, to throw 
away my capital assets which have been acquired through many 
long and anxious years of toil. Yet this is precisely what I 
am invited to do by the Representative Meeting of the B.M.A. 
Unless I have misread the Act, those who decline to enter the 
Service on the appointed day forfeit all claim to compensa- 
tion. Let us think earnestly upon this important point. 

I understand that the B.M.A. has a fighting fund. How, 
may I ask, will that sum compensate all the G.P.s of Great 
Britain for throwing away their substance for the shadow of 
“freedom”? Do my colleagues really mean to tell me 
that they are prepared to make this colossal sacrifice ? 
On the other hand, if we enter the Service we shall be in a 
much stronger position to argue. You cannot carry any weight 
in any institution of which you are not a member. If you wish 
to reform it you must first join and then use your inside influ- 
ence for its reformation. I personally intend to do all in my 
power to make the new Service a success, not because I think 
it perfect, but because it is a beginning and can only be 
improved and amended by discovering its faults in the ordinary 
everyday exercise of our profession. Faults can only be 
pointed out when they have been shown by experience to 
exist, and they can then be rectified. 

Personally, I feel with the other 52% who voted that way 
that the abolition of the buying and selling of practices is a 
good thing. Nor does the basic salary of £300 distress me. 
On the contrary, I am glad to think that my less fortunate 
brethren will be helped over the stile. The abolition of the 
basic salary would only swell the net profits of the big practices. 
Per capita the overhead expenses of a small practice are much 
higher than those of a big practice. 

When two protagonists get up and go for one-another I 
never believe that either is speaking the whole truth, nor does 
any thinking man. I do not share the gloomy prognostications 
of the B.M.A., nor do I swallow all of Mr. Bevan’s rosy 
prophecies. At the meeting of the Metropolitan Counties 
Branch in B.M.A. House on Jan. 7, 1948, one man who sat 
next to me said to me: “ Under this Act everyone will become 
a panel patient, and we know that panel patients are never as 
well treated as private patients.” I was horrified. Anyone who 
thinks so is a disgrace to our great profession and plays right 
into the hands of our enemies. Personally, I think my panel 
patients get a far better deal as I don’t have to worry about 
expense in their case. 


Standing’ 





To sum up: Let us all join the new Service and put our 
best into it and make it the finest medical service ever seen 
The eyes of the world are upon us. Let us cease this unseemly 
wrangling and show ourselves men of public spirit with our 
patients’ (as opposed to our own vested) interests at heart.— 
I am, etc., 


London, E.17. St. GeorGE B. DELISLE Gray. 


Resist Now 


Sir,—If we are going to fight this megalomaniacal attempt 
to enslave the medical profession surely our past experience of 


dictators has taught us to fight with every means at our dis.~ 


posal, and to hit hard and often until victory is ours. To 
ensure a united front to the present Minister it is nece 
for the B.M.A. to maintain the strong leadership which they 
have recently evinced, and by showing an understanding of the 
problems of all practitioners to bring over the waverers to our 
side. 

Attack has always been the best mode of defence ; therefore 
let the B.M.A. (1) insist that all medical members of execy- 
tive councils, regional boards, etc., should resign forthwith, as 
suggested by Dr. Russell (Jan. 10, p. 72), and refuse to 
collaborate with the present Minister. (2) Counteract the 
Minister’s inducement to the younger practitioner anxious to 
establish himself in practice but hindered by lack of capital, 
by immediately forming a fund from which money can be 
lent for the purpose of purchasing a practice or partnership— 
such money to be lent at purely nominal interest with easy 
method of repayment. Alternatively, establish a list of doctors 
who are prepared to accept payment out of income for a share 
in their practice. The younger man must be given his chance 
to vote on the Act without fear that a refusal means financial 
disaster to him. (3) Make it a definite part of our fight that the 
present Minister should be replaced by one who is more reason- 
able and whom the profession can trust. 

It is ridiculous to ask us to fight when some of our profes- 
sional brethren are already working on behalf of a scheme 
which we as a profession reject. Nor can one expect that the 
incentive of establishing a practice as held out by the Minister 
would fall on stony ground unless some equally attractive incen- 
tive is offered by those prepared to fight. Lip service alone 
is not sufficient—I am, etc., 


Plymouth. A. S. BRADLAW. 


I.M.S. and N.HLS. 


Sir,—It was a condition of the granting of compensation 
money for loss of career to officers of the I.M.S. that should 
they thereafter join “a permanent and pensionable Service 
under the Crown” the sum paid should be refunded to the 
Treasury except for a resettlement grant of £500. Since arriv- 
ing in this country from India in early September last I have 
been endeavouring to find out from the powers that be in 
Whitehall whether the National Health Service will come under 
this definition. I first approached the Commonwealth Relations 
Office (old India Office), under whom I still technically serve, 
but after a month or so they disclaimed all interest in this 
matter and said it rested with the Ministry of Health and the 
Treasury. So the Ministry of Health has been requested to 
give a ruling, but, in spite of being pushed by the B.M.A., by 
my M.P., and by myself, can produce no better answer than 
that “the matter is receiving attention.” To-day I have 
requested my M.P. to ask the question on the floor of the 
House at the earliest opportunity, as it seems time that the 
matter should be made public. 

Now, my point in writing this letter is to warn all brother 
I.M.S. officers who are similarly placed to think carefully before 
committing themselves, and especially their capital, to any type 
of practice likely to be engulfed in the belly of the State. It 
seems to be causing a good deal of Ministerial head-scratching 
to decide the point raised, and personally I have no doubt that 
this should be read to imply that that head has in it a plan 
for an eventual fully salaried and pensionable State Service 


such as would come under the definition in question. Straw? 


in the wind can give much information !—I am, etc., ’ 
Leicester Forest East. CHARLES F. GarFiT. | 
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Years of Conscription 


Six,—" Conscripted, R.A.F.V.R. ” (Jan. 10, p. 7), is in a simi- 
lar position to myself. I was conscripted at the age of 23 and 
dness that I shall be out of the Army before I am 


hope to gooeness 
95. 1 was married at the age of 23 and shall therefore draw 
no more than half marriage allowance all the time I am in the 


Further, my assistant M.O. and I spend the greater 
each day trying to think of a good sound way to shed 
our uniforms for ever, while doctors all around us are over- 
burdened with work. Cannot something be done to get the 
young doctor out of the Services before it is too late and 
bone-idleness sets in fér ever ? 

I have heard older doctors say that if a State service does 
come in it will be because the younger doctors vote for it. 
Not so, because the years of “conscription for no purpose 
are the soundest pieces of propaganda against any form of 
controlled service where individual liberty is lost. As there 
is no appeal to the courts I would be glad if you would allow 


me to sign myself CONSCRIPTED, R.A.M.C. 


The E.M.S. 


Sir,—In your leading article on “Consultants and the Act” 
(Jan. 3, p. 17), you quote: Dr. Alan Wigfield : 

“ Whatever may be the case we must keep before us the possi- 
bility that sooner or later a political group for the time being in 
power may yet seek to introduce a State Medical Service,” 


and you go on to say that “ Dr. Wigfield has proved to be a safe 
prophet.” Dr. Wigfield’s letter was dated Dec. 23, 1939, and 
his protest was considerably weakened by the fact that he com- 
mended the E.M.S. proposals as a peacetime arrangement 
“which must commend itself to the majority of consultants.” 

May I point out that Sir Ernest Graham-Little, in a letter 
published in The Times nearly three months previously—i.e., 
on Sept. 19, 1939—said : 

“Supporters of the voluntary system—and they constitute the 
large majority of the medical profession—inevitably see in these 
arrangements (i.e., for the E.M.S.) the first step to a State Medical 
Service, which is one of the most conspicuous planks in the pro- 

mme of a great political party. Surely the national emergency 
should not be used to cover an approach to so controversial a 
settlement as a State Medical Service ?” 


Army. 
part of 


—I am, etc., 


Brookwood, Surrey. H. M. STANLEY TURNER. 


Medical Representatives in N.H.S. 


Sir,—I think it essential that provision should be made for 
a proportion of the medical representatives on the various 
boards, committees, etc., to be elected by the profession in the 
various areas, etc., from the central board to local committees. 
Only in this way can we be certain that membership of these 
bodies is not a matter of political opinion. All boards, etc., 
should be entitled to elect their own chairmen.—I am, etc., 


P. G. HARVEY. 


Monmouth. 


Municipal Doctors and the Plebiscite 
Sir,—There is one point which, in my opinion, is funda- 


_ mental, and which, if not given sufficient emphasis, may 


adversely affect the result of the plebiscite. It is this. The 
numerous practitioners at present in whole-time municipal 
appointments—either in hospital or local government service— 
should be assured not only of financial help but also of the 
Association’s active co-operation in preventing their posts being 
filled by other practitioners if, as a result of their undertaking 
not to enter the Service, they should on July 5 lose, however 
temporarily, their source of income. 

Too often does one find practitioners holding such appoint- 
ments who, although desirous of undertaking not to accept ser- 
vice under the Act as it now stands, are resigned to letting things 
goby the board—understandable, without the backing of the 
Association, in view of the necessity for bread-and-butter, but an 
attitude which could be just sufficient to destroy the unanimity 
of the profession’s determination not to accept service under 
the Act as it now stands or even to sway the vote in favour of 
the Minister’s scheme. 


To ensure that such practitioners will, by their vote, agree 
not to implement the Act until amended the B.M.A. must stand 
behind them in the matters of security of tenure and of their 
financial commitments.—I am, etc., 


London, E.11. G. ELIZABETH KEITH. 


A Binding Agreement 


Sir,—I do not think that any of the fine words and rallying 
calls made in your correspondence columns upon the forth- 
coming issue facing the profession to be worth one whit unless 
we are prepared to back them up by a legal binding agreement 
signed individually by each one of us. Given a majority pre- 
pared to sign, we would then know where we stood in relation 
to one another. Even with a 100% plebiscite we would pro- 
bably be jockeyed into another “ 1911.”—I am, etc., 

Shoeburyness, Essex. P. M. FEa. 


A Party Political Issue 


Sir,—As an individual with no very pronounced political 
leanings, and as one who could see more good than bad in the 
original Beveridge Scheme, I am grateful to Mr. Bevan for 
making it quite beyond doubt that I shall vote “No” in the 
forthcoming plebiscite, for two reasons. 

First, he has made a party political issue of the whole scheme. 
His insistence that he must be the final arbiter without right 
of appeal, his insistence on part-payment by basic salary, the 
retention of his powers of indirect direction, and his stubborn 
adherence to the principle of expropriation of capital values of 
practices on his own terms cannot be regarded as anything 
but the arrogant declaration of political opinion. As an indi- 
vidualist, I have a personal antipathy to Socialist “ collecti- 
vism.” I might, however, submit to its imposition with as 
good a grace as I could muster if I could see even one single 


instance of its success in the wider economic and social field- 


of the country as a whole. 

Secondly, the Minister has been—almost incredibly—careless 
enough to let fall the velvet glove at this stage in the matter 
of the right to practise midwifery. If this clause does not 
mean interference with the professional liberty of the doctor, 
what does ? In this connexion I would express my unqualified 
agreement with Dr. D. C. Williams (Jan. 17, p. 121). I am one 
of the first to admit that the average newly qualified doctor is 
not a fully competent obstetrician, but unless he is also a fool 
he can always command more experienced professional advice 
in this country. The onus lies with the profession—with the 
examining bodies—for the necessary improvement in this 
respect, not with a politician. 

May I also add my reinforcement to the views of Dr. H. J. 
Houghton (Jan. 17, p. 122)? If the present Government really 
wants to improve the amenities of the people, and particularly 
of those sections of the population whom it claims particu- 
larly to represent, it might well begin by assisting the profes- 
sion to abolish the delays at present inseparable from hospital 
out-patient attendance, and the further delays, often of months, 
before in-patient treatment can be obtained by any but the most 
urgent cases. This will be problem enough in itself, but per- 
haps £66 million will go some way towards it. 

In conclusion, may I repeat that I am not opposed to the 
introduction of a health service with 100% inclusion on a contri- 
butory basis. What I do oppose most strongly is such a scheme 
vitiated by unnecessary and vexatious political bias of no con- 
ceivable value to the persons whom the scheme purports to 
serve.—I am, etc., : 

Chippenham, Wilts. 


Organization and Liberty 


Sir,—The depressing tone of Dr. F. E. S. Hatfield’s letter 
(Jan. 17, p. 118) prompts me to make an urgent protest lest 
others should accept his axioms that “ increasing organization 
can only take place at the expense of the individual’s right to 
do what he likes,” and that “the whole evolutionary process 
is in the direction of increasing organization.” The first phrase 
might have been more tersely expressed in five words: “ In- 
creasing organization spells individual frustration.” The 
second phrase would suggest that progress and “ increasing 
organization” are synonymous terms. This pathetic fallacy 


TAN Moore. 
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has surely been exposed by the downfall of Nazi Germany, 
the most highly organized State of the age, both socially and 
medically. 

Let Dr. Hatfield, if he seeks a truly organized society, betake 
himself to the Prison Service and practise his medicine in an 
atmosphere where “increasing organization” has taken place 
at the expense of the individual to do what he likes; but let 
others of us, who value the freedom of the individual, con- 
tinue to treat patients for the benefit of their health and not 
for the fulfilment of bureaucratic regulations. “Let us make 
an important contribution to this problem” by refusing to 
sacrifice our profession to the mercies of an ambitious doctri- 
naire Minister whose political theories breed the mentality that 
regards “rights” as personal benefits to be accepted without 
corresponding duties to society, and security as the height of 
ambition.—I am, etc., 


Weymouth. D. J. Ross STEEN. 


The Word of the Minister 


Sir,—Though many doctors may not be in disagreement with 
Mr. Bevan on the principles over which the Negotiating Com- 
mittee are making a stand, yet the Committee is undoubtedly 
right in asking for a 100% “No” from each section of the 
profession to the working of a scheme many details of which 
seem to depend entirely on the word of the Minister only, 
and in which we have no appeal beyond Caesar to the civil 
courts. 

One is given to understand that amount and method of 
remuneration and terms of service (whatever they may be) can 
be changed overnight merely by regulation and the Minister’s 
signature. Therefore, until these details are cut-and-dried and in 
black and white by Act of Parliament, so that we know where we 
stand in the future, it would be professional and financial 
suicide to put our necks into a noose which can be tightened 
at the will or whim of the present or any future Minister. Also 
the public should be told at once clearly—so that there is no 
doubt in their minds—that we are not fighting against the 
inauguration of the kind of N.H.S. which we believe would be 
to their advantage, but simply against the dictatorship of a 
single man, or Party, on medical matters about which as 
technicians we have reason to believe that we know best. Let 
Mr. Bevan decide strategy by all means, but tactics must 
obviously remain in the profession’s own hands.—I am, etc., 
Englefield Green, Surrey. W. E. R. BRANCH. 


Mr. Bevan’s Attitude 


Sir,—As reported in the News Chronicle of Jan. 14: 

“* Mr. F. Richards, chairman of the (Truro Council) Housing Com- 
mittee, said it was a lack of courtesy on the part of the Minister 
(Mr. Bevan) that he should visit sites in the City without contacting 
his committee or housing officials. The first thing they knew about 
it was when they read of it in the Press. Afterwards alterations of 
houses were made without the Housing Committee being consulted.” 


Mr. Bevan’s attitude to the Negotiating Committee was, lI 
understand, in keeping with his behaviour reported above and 
clearly shows how he will deal with the medical profession 
when he has the power to do so—as he will have if we join 
under the conditions of the present Health Act, in which the 
Minister retains full power to elect chairmen of committees 
and ultimately to approve all members, lay and medical. 

We must remember that there will be no appeal from any 
decision of the Minister or of a politically appointed tribunal 
of three persons consisting of a chairman (a barrister or solicitor) 
appointed by the Lord Chancellor, and two others appointed by 
Mr. Bevan himself. The only remedy is to vote “No” to 
service in the present Act and so defeat it, as Birmingham 
citizens did on Jan. 12 when their City Council proposed to 
extend municipal trading against the wishes of an overwhelm- 


ing number of its retail traders——I am, etc., 
Birmingham. Wma. Watson NEWTON. 


Alternative Proposals 


Sir,.—Assuming that the present Act is rejected as com- 
pletely unacceptable by a large majority and that general 
practitioners retain the ownership of their practices, are we 
ready with the best possible alternative proposals? Any 
medical service must be attractive to the whole community and 


as 
be such that all G.P.s would be willing to take Part in it, what 
ever type of practice they now have. The essential feature 
of the scheme must therefore be to give all patients the time 
and attention now given to private patients, and to accept 
lower standards. The overcrowded waiting-rooms and bestia 
overworked doctor must be no more. 

The number of public patients must be severely limited and 
the fees raised. I suggest a limit of 1,500 and a fee of 25s, f 
the first 1,000 and 20s. for the next 500. In addition, mig. 
wifery should be allowed, at a fixed fee per case. With the 
present number of general practitioners this scheme would not 
provide attention for the 45 millions at once, so I suggest that 
at first the service should apply only to persons of 18 years 
and over. Later the age could be reduced until the whole 
population is covered, but whatever happens the numbers for 
each doctor must not be increased.—I am, etc., 

London, W.8. CHRISTOPHER L. Carter. 


The Public Interest 


Sir,—Those who write and speak on the N.H.S. seem to 
have it well in the forefront of their minds that the public 
interest comes first; our own interests as a profession must 
then come second. 

When a patient comes to us individually for advice we are 

bound first to tell him what we think best to be done; if he 
is unable or unwilling to follow our advice, we do not neces- 
sarily refuse to have anything more to do with him. It happens 
quite often in practice that satisfactory results follow the co- 
operation of patient and doctor in a line of treatment which 
may seem far from ideal to the latter. Might not a similar 
attitude of compromise prove helpful to both the public and 
the profession as a whole ? 
; If the results of the proposed plebiscite are against us enter- 
ing the National Health Service could we not take some such 
course as the following ? We could explain our point of view 
to the public in the columns of the lay press and ask the public 
itself to signify if it would still desire us, in spite of our 
adverse vote, to co-operate with it in a scheme which we 
do not regard as being in its best interest. If the public 
does desire it, then we should naturally acquiesce. How far 
this suggestion is a practical one I do not know; but I do not 
think it is illogical—I am, etc., 

Ditchling. Sussex, F. WALLACE LINTON-BOGLE. 


Hours of Work 


Sir,—During all the correspondence about the doctors and 
the medical service I have not seen a single remark about the 
hours doctors will be required to work. Doctors are on duty 
or on call 24 hours a day ; most of them work a good 10 hours 
a day and are often up several nights a week. Miners and 
railwaymen do a 44-hour week, as do most other workers 
irrespective of their profession or trade. I think it is near 
time the Negotiating Committee did something about this 
matter. I should appreciate the views of other medical 
practitioners.—-I am, etc., 

Cambridge. A. V. McMaster. 
Bad Law 


Sir,—Another case of Satan rebuking sin—this time 
Mr. Aneurin Bevan warning the doctors against their judg- 
ment being “distorted by slogans.” This comes ill from one 
who airily dismissed the reasoned misgivings of the Negotia- 
ting Committee with the slogan: “ Hard cases make bad law.” 
Actually, the elder statesmen of the profession have patiently 
contested the totalitarian intransigence of the Minister in order 
to convince him that, in this instance, the very reverse is the 
case—i.e., that a bad law makes hard cases!—I am, etc., 


Epsom. A. H. GALLEY. 


Money and Freedom 


Smr,—Thank you for your leading article (Jan. 24, p. 153) 
entitled “ Money and Freedom ”—surely the most clear and true 
statement we have had. Close study will reveal, I think, that 
the very keystone of freedom is the retention of the goodwill! 
of practice. Moreover, the freedom thus conferred will by neo 
means be confined to the owners of goodwill but will be 
reflected throughout the profession. As a whole-time medical 
officer remarked to me the other day, “ Your freedom is out 
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freedom. The more free you are, the greater our negotiating 
power with our councils.” It is not unlikely that Mr. Bevan’s 
hidden appreciation of this truth accounts for his particular 
animus against the principle.—I am, etc., 


wirksworth, Derby. E. D. BROSTER. 


Vacancies in N.H.S. 


sir,—According to Section 9 of the Negotiating Committee’s 
Memorandum (Supplement, Dec. 20, 1947, p. 142), it would 
appear that before a death vacancy can be filled the matter 
must be considered by (1) the Local Executive Council, 
(2) the Medical Practices Committee, (3) the Local Medical 
Committee, and that unsuccessful candidates may appeal to the 
Minister—as you say, a cumbersome and slow-moving business. 
| feet that it would be helpful to the younger members of the 
profession if you were to indicate the probable composition of 
this council and these committees.—I am, etc., 

Nettlebed, Oxon. JOHN BRUNTON. 


** The Local Executive Council consists of a chairman 
appointed by the Minister and 24 other members, of whom 4 
are appointed by the Minister, 8 by the local health authority, 7 
by the Local Medical Committee,,3 by the Local Dental Com- 
mittee, and 2 by the Local Pharmaceutical Committee. The 
Medical Practices Committee consists of a chairman, who must 
be a medical practitioner, and 8 other members of whom 6 
must be medical practitioners, and at least 5 of these 6 must 
be actively engaged in medical practice. All are appointed by 
the Minister. The Local Medical Committee is a committee 
formed in the area of an Executive Council to represent medical 
practitioners of that area and accepted by the Minister as 
representing them.—Eb., B.M.J. 


Financial Struggle 


Sir,—After the recent glut of letters I do not want to add to 
your troubles, but I should like to stress one further very 
important point. What is going to be done for those medical 
men who, as the result of the war, are financially unable to 
join us in opposing this State monopoly in medicine ? 

I do not refer to those eligible youngish men who went for 
a few months at the end of the war, forced into it against their 
will, having sheltered themselves so far in some “ indispens- 
able” post. They lost nothing tangible, for they were not 
away long enough to matter. Being very careful men, they 
saw to it that their colleagues at home did not spare them- 
selves on their behalf. No, I mean the real men, the faithful 
men—the men who gave up practices, wives, and families, 
etc., simply because they thought it was their duty. 

Some of the elderly came back to find their practices almost 
disappeared. Others have recently bought practices and are 
just beginning to emerge from financial difficulties to be faced 
with the present crisis. Others, younger, are just biding their 
time, but cannot wait much longer on account of a wife and 
young family. Most of them loathe the thought of a salaried 
State medical service, but what is going to happen to them ? 

I have read the leading article entitled ““ Why be Fearful ? ” 
(Jan. 17, p. 104) and seen other vague references to temporary 
help for them. They want to know something definite and to 
be relieved of their anxieties. Could the B.M.A. come forward 
with a real scheme of concrete proposals, and let these men 
sleep easily at night? It will have to be done tactfully, for 
these men are proud men, or we should have heard much more 
about them. 

It is due to them if we expect them to wait and come in 
with the rest of us. Otherwise they are going to be forced by 
circumstances, and against their own: wills, to form one thin 
wedge for our dictator’s purpose. That title is not bred of 
my emotion. It is only too true, and fits the man and his 
doctrines. We cannot afford to give him many wedges, and 
that is why I am so anxious to see some definite policy emerge 
now. It will be too late after the plebiscite—I am, etc., 
Hampstead. H. V. DEAKIN. 


Doctors’ Lists in N.H.S. 


Sir,—I should like to draw your attention to what seems to 
me to be an incomprehensible anomaly contained in the Negoti- 
ating Committee’s statement to the Minister, recently circulated 


to all doctors. This particular point has not, so far as I know, 
been brought up in the correspondence in the Journal. 

In para. 41 of its report the Negotiating Committee states: 
“On and after the appointed day a proportion of the popula- 
tion will sign on doctors’ lists. Of the remainder, a propor-° 
tion, varying in different areas, will sign on doctors’ lists when 
the need arises to consult a doctor.” Now it appears to me 
that if the last sentence be correct there will be no obligation 
on patients to sign on with a doctor until their first illness after 
the appointed day, when they will be immediately entitled to 
free treatment. Naturally then, knowing this, no patient will 
trouble to select a doctor until the first time that he needs one, 
for he can at any time present his card and get free treatment, 
without the bother of a preliminary visit merely for the pur- 
pose of registration. In other words, the doctor’s list will be 
only gradually compiled, being made up of such persons in-his 
district who have fallen sick and consulted him, as and when 
they do so. : 

At this rate it will take years to build up a sizable practice. 
The whole basis of payment by capitation is surely the fact 
that a large proportion of the patients insured are never ill at 
all for long periods. Those seeking advice soon use up more 
than their capitation fee’s worth of the doctor's time, and one’s 
income depends, in effect, on one’s well patients. 

Surely, Sir, it should be a simple administrative procedure io 
ensure that every member of the population selects a doctor by 
a given date, before the appointed day. They have to select a 
butcher and a grocer, so why not a doctor? Then, on the 
appointed day we shall know exactly where we stand and how 
much our first quarterly cheque is likely to be. Under the 
Negotiating Committee’s arrangement it will be small or non- 
existent. A simple measure to ensure that patients do, in fact, 
get on a doctor’s list would be a provision that everyone who 
fails to do so by the date given will not be entitled to free 
medical treatment for three months after he first registers .with 
a doctor. Similarly, persons moving to a new area, or babies 
born, should be given a reasonable time, say one month, in 
which to register on a doctor’s list, failing which they also may 
be charged fees for the first three months. 

At the present time this iniquity still exists in the N.H.I. 
scheme. Here is a unique opportunity to end it once and for 
all—I am, etc., 


Morden, Surrey. ARVID SAUDEK. 


National Health Service 


Sir,—At this eleventh hour, when all that our profession 
stands for is at stake, a brief recapitulation of events may not 
come amiss. The National Health Act was placed on the 
Statute Book by a Minister who had not the courtesy to consult 
those who would be primarily responsible for working it. At 
the ensuing plebiscite the profession showed very clearly. that 
it disapproved most strongly of this legislation as it standg*and 
refused to negotiate. Then, by whose mandate it is notélear, 
the heads of the Colleges advocated negotiations with the 
Minister. The profession, having already expressed its opinions 
in no uncertain way, made a complete and pusillanimous volte 
face, and the sorry spectacle was seen of our representatives go- 
ing almost cap in hand to negotiate with a man who never had 
the slightest intention of conceding anything and who is relying 
upon his hoped-for success in regimenting the doctors to offsét 
the dismal failure of his housing programme and preserve his 
political “face” at all costs. : 

. Let us be quite clear what it.is that this Mr. Bevan #épes to 
do. He will compel the sale to him, at a price as yet un- 
specified, of the goodwill of our practices, so that to sell to 
anyone else what we have built up by our own hard work will 
become a crime. His talk of “ buying and selling patients ” is, 
as he well knows, arrant nonsense, for anyone who has ever 
bought a practice knows very well that the patients he has 
“ bought,” both private and panel, have complete freedom to 
go elsewhere if they so desire. 

He will tell the doctor where he may or may not set up in 
practice, and, what is far worse, he will decide whether a doctor 
shall or shall not be retained in the Service. From this decision 
we are told that there will be no appeal. He will attempt to 
make our allegiance primarily to the State and not to our 
patients. ; 
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Let us in heaven’s name unite as never before and refuse 
to be cozened out of all we hold dear by specious arguments 
based on nothing but political expediency. Nothing less than 
our freedom and the freedom of those who come after us is at 
Stake. Let us show this man, who.would be our master but 
who is in reality our servant, that, though likened by him to 
fruit, we will refuse to be plucked, whether ripe or green. Let 
the faint hearts who fear that they will suffer financial loss if 
they do not answer “ Yes” take courage. We hold the cards, 
and if we play them the Act cannot be worked and the financial 
loss will not arise. Let us therefore answer the plebiscite with 
yet another resounding “No,” for only by so doing can we 
continue to preserve our self-respect and the traditions of a 
great calling in refusing to become the salaried lackeys of a 
demagogue.—I am, etc., 


Andover, Hants. J. LeiGH Cox. 


Sir,—The medical profession as a whole is far from un- 
sympathetic towards the establishment of a national medical 
service, but they are (and I hope will continue to be) very 
much opposed to virtual dictatorship from the present or any 
future Minister of Health. I am one of very many medical 
men who willingly, and at personal loss, served their country 
during the war years, putting the interests of the country before 
those of the individual. Can Mr. Bevan not now learn to 
subjugate his own personal views and interests to those of his 
country ? The medical profession have always been most un- 
selfish in their devotion to duty and the care of the general 
public. Surely this generous public-spiritedness should be 
fostered and not smothered. 

Not even a criminal is denied the right of appeal against any 
conviction. Is it then not an insult to the intelligence of the 
members of the profession that they should be expected to 
support a service from which the Minister of Health may dis- 
miss them with no such right of appeal? This is surely too 
unreasonable for any sane person to suppose, yet Mr. Bevan 
seemingly thinks it possible. If Mr. Bevan can’t co-operate 
with the profession to get the best possible service for the 
country, then I suggest that the present Government appoint 
another Minister in his place. The scheme is of too great 
value to the country as a whole to have it wrecked in its incep- 
tion by any individual so dictatorial as the present Minister— 
himself proving the greatest stumbling-block in the way of a 
service which the profession would welcome if properly 
conceived.—I am, etc., 


Keith, Banffshire. J. LENNEL TAYLOR. 


Sir,—I notice the letter (Jan. 17, p. 120) signed by eight 
doctors present at a meeting of doctors practising in “ Fleet and 
the surrounding district.” Two practise in Basingstoke. The 
Medical Directory for 1944 gives the number of doctors in Fleet, 
Basingstoke, Farnham, Farnborough, Camberley, and Alder- 
shot as 135, so that we can scarcely assume that the eight are 
representative of the district. The same applies to most of our 
local. meetings, where the militant opponents of the Act attend 
most regularly, and they in turn elect our representatives. This 
was demonstrated by the former plebiscite, which showed that 
the majority of the doctors refuse to be controlled by the 
militant minority. 

The Act is to come into force on July 5, and plans are being 
carried out rapidly so that the switch-over .can be done 
efficiently. The medical representatives have been elected upon 
the executive councils, and are bound-in honour to work upon 
those councils to make the Act successful, and for that reason 
they should encourage their colleagues to accept service. 

I have been in practice since 1904, and have welcomed the 
great improvements in preventive medicine. Since 1904 we 
have established school clinics, infant-welfare centres, ante- 
natal and post-natal clinics, and a tuberculosis dispensary. The 
old Poor Law has passed, and the workhouse has changed into 
the municipal hospital. In the counties we have seen the 
development of large and efficient hospitals under the councils’ 
authority. 

On July 15, 1912, the National Health Insurance Act came 
into force. I remember the keen fight before the Act was 
passed, and, as a member of the B.M.A. Committee, how we 
were all pledged not to take service, and yet that did not prevent 


the debacle in the last days of December, 1911. Those anxious 


days in the beginning of January until we were released from 
our pledge by the B.M.A. and signed on are still vivid in my 
memory. I have been a member of the Panel Committee since 
the beginning, and their representative on the Insurance Com- 
mittee since 1931, and am now vice-chairman of the Finance 
and General Purposes Committee,‘and can vouch for the cordial 
relations between the Insurance Committee and the medica} 
profession. 

I have been a member of the committee of the Borough of 
Reading Medical Society since we established it in 1914 jp 


order to attend to the dependants of insured persons and others, ~ 


In 1939 we bought a building in the centre of the town, partly 
rebuilt it, and have as our tenants the Reading Insurance Com- 
mittee, the Berkshire Medical Society, the Reading and District 
Dental Service, and other bodies, in anticipation of the exten- 
sion of the National Health Insurance Act. 

I am convinced that this National Health Service Act wil] 
prove of great benefit to doctors and patients alike and to the 
country as a whole. There are certain defects over-emphasized 
by the opponents of the Act which can be remedied after a 
fair trial, when the atmosphere is more peaceful. In the mean- 
time I shall uphold my freedpm to join in July, whatever the 
decision of the B.M.A. may be.—I am, etc., 


Reading. S. GILForp, 


Natural Position for Childbirth 


Sir,—An Englishwoman born in Hammersmith went out to 
Australia. She there met a Pathan from Afghanistan, a horse- 
dealer and camel-driver. She married him and went home with 
him to a place in Afghanistan just beyond Ghazni. She was his 
only wife, and contrary to Eastern custom she always ate with 
the men. Women in the East usually prepare the food and 
eat after the men have finished. When travelling they were in 
tents, but at home in a village they lived in a one-story house 
made of adobe (mud and straw) with a flat roof. Two rooms 
below and the floors were of beaten earth, the roof was flat. 
One room, the inner one, was the man’s room ; the other was 
for the family. 


This woman was 29 when her first child was born and she had 
seven children. She was delivered in the native way. (She is now 
a fully trained midwife.) Plenty of hot water was available both 
day and night and was kept in tall copper jugs with spouts but 
no handle. , 

The women are very clean. They are Mohammedans and wash 
five times a day before prayers. They also wash even after passing 
urine and keep their hands very clean to knead bread, prepare 
meat, etc. They walk about as usual until labour pains prevent 
them; then a ring of twisted cloth is made for them to sit on like 
the roll they make to carry a basket or water pot on the head. 

Three women were present with hands well washed. The expectant 
mother squatted on the ring of cloth supported by a woman at 
the back and one on either side. The one behind sat with knees 
apart and held the knees of the parturient woman. Women at either 
side held knees or arms or hands of the patient as needed. Another 
woman waited in front to take the baby as it emerged. There was 
no touching, interference, or examination of any kind before, during, 
or after the birth. The women just waited until the child was born. 
She says she saw hundreds of cases and the perineum was never 
torn, but she complains that the pain was like “the pains of hell 
which encompassed me.’ She remained in the same squatting 
position, while the woman in front, who had taken the baby as it 
emerged, waited until pulsation in the cord had ceased, then cut it. 
She left the maternal end to bleed but tied the foetal end with a bit 
of rag. There was no massage of the abdomen. They waited, and 
after two or three minutes the patient coughed and the placenta came 
away. 

She had seven children, and with the last—a fine boy—she was 
quite alone, and so squatted on the ring of cloth and placed her 
back against a wooden support holding up tlie roof, and as the head 
emerged she “ slithered off the cloth ring ” on which she was squat- 
ting on to her back on the ground so as not to hurt the child. She 
then sat up, cut the cord herself, and the placenta came away with 
no trouble. She washed the baby with muslin she had boiled. 
Three hours later her husband brought water and soap for washing. 


The Afghan women were all confined in this way, squatting 
on the floor. In twelve years she only saw one case of puer- 
peral fever—a rich girl, daughter of the Governor of Ghazni, 
no doctor or midwife to be had—and one case of death due 
to locked twins, she thinks. Our informant never saw any 
trouble in childbirth among the Afghan or Powindah people, 











to go 
woul: 
court 
them 
of a 
as in 
stree' 
are C 
woul 
sider 
kept 

I 
posit 
it is 
piece 
my t 
birth 


Lon 


Su 
after 
me | 
to n 
my | 
sO S 
out- 
ease 


the « 
the « 
the | 
and 
of t 
mus 


fron 
in ¢ 
blist 
thic 
a de 
cros 
in tl 


it ce 
wit 


if a 





but 


ing 
are 
ent 
ike 


int 


eS 
ler 


as 
ig, 


er 
el] 
ng 
it. 
vit 








CORRESPONDENCE 


BriTisa 223 


MEDICAL JOURNAL 





, no displacements of uterus, no breast abcesses, no perineal 


tears. These people are the ones who travel into India with 
horses to sell. The women ride astride, gallop about, and 
show off the horses’ paces. I have taken snapshots of these 
girls in India on their horses. 

The girls have their periods at 12, 13, or 14. Then they cover 
their faces and are considered unclean. But they are quite free 











to go about and are never assaulted by men, because the father 
would kill him at once. Result—no illegitimate births, no 
courtship, no walking out. The father finds the husband for 
them. There is no adultery. Dancing takes place at the birth 
of a son (silence is considered befitting the birth of a daughter 
as in India). Everyone dances, the men by themselves in the 
street, the women by themselves in the house. These dancers 
are of another tribe and have a morality of their own. No man 
would be allowed to see a confinement. This would be con- 
sidered most indecent, for “ this is women’s work and must be 
kept for them only.” 

I enclose photograph (Fig. 1) of a girl in the confinement 
position sent by Dr. Stephens, of Ilorin, Nigeria. It will be seen 
it is precisely the same as that depicted on an ancient Peruvian 
piece of pottery (Fig. 2) and the same as illustrated Plate X] in 
my book, Safe Childbirth—in fact the natural posture for child- 
birth as practised from prehistoric times.—I am, etc., 

London, N.W.11, KATHLEEN VAUGHAN. 


Chronic Ulceration after Irradiation of Wart 


Sirn,—Mr. Mortimer H. Shaw’s article on chronic ulceration 
after irradiation of plantar wart (Jan. 3, p. 11) has reminded 
me again to my continual surprise that patients are submitted 
to numerous treatments by irradiation for plantar warts. In 
my experience the treatment of this condition by CO, snow is 
so simple, safe, and efficient that it can be undertaken in the 
out-patient department or consulting-room with the greatest of 
ease by use of an ordinary CO, outfit. 

The essential part of the treatment is to raise a blister between 
the epidermis and the true skin so that the wart is lifted up with 
the epidermis. At the end of a week the blister is cut away with 
the wart in the centre of it (with the usual aseptic precautions), 
and the depth of the dimple which the wart leaves in the floor 
of the wound gives some indication of the degree of pain it 
must have caused. 

The snow pencil should be firmly applied over the wart for 
from five to seven minutes (exceptionally 10 minutes), but even 
in children the skin of the sole is so thick that the necessary 
blister will not form unless the wart and the surrounding 
thickened skin have been pared with a razor or sharp scalpel to 
a depth where the individual fronds of the wart are seen in 
cross-section, and on occasions even a small capillary opened 
in the wart. This is quite painless and requires no anaesthetic. 
The application of the snow varies in the amount of discomfort 
it causes. but even in children the treatment can be carried out 
without causing excessive discomfort. ; 

A small protective dry dressing is applied with strapping, and 
if an adequate blister has not formed after a week the skin 





should be further pared down and a second application of snow 
made for the same period. A dry dressing is applied after 
cutting away the wart and blister and can be removed after a 
further week, when healing shouJd be complete. The patient 
is fully ambulatory throughout. 

As I have never known it to fail the only reason that I can 
think of for this simple treatment not being more generally 
adopted is that insufficient paring of the skin has prevented 
adequate blister formation, and the method and not the 
technique has been blamed.—I am, etc., 

Rochdale. A. M. MCMASTER. 


Convulksive Properties of Thiopentone 


Sir,—I feel sure many of us are grateful to Dr. R. L. Wynne 
(Jan. 10, p. 48) for putting forward a theory of causation of 
the convulsive movements and tremors that not infrequently 
accompany induction of anaesthesia with a barbiturate by the 
intravenous route. The phenomenon is also seen when hexo- 
barbitone is used, although this drug, so far as its side-chain 
structure is concerned, does not so closely resemble the con- 
vulsant barbiturates cited as does thiopentone. 

One feels, however, that it is not necessary to postulate a 
convulsant action—i.e., a stimulant effect on motor nerve cells— 
on the part of thiopentone to explain these manifestations. 
The pronator activity is especially marked in, and often con- 
fined to, the arm in. which the injection is made: it seems 
almost a purposive effort to get the needle out of the vein, 
suggesting that it is a withdrawal reflex which becomes manifest 
when consciousness is lost. During. the conscious phase the 
movement is suppressed either totally or almost completely. — 

It seems reasonable to suggest that these movements represent 
the second stage of anaesthesia, when the activity of lower motor 
centres becomes evident as a result of their release from cortical 
control ;“when these lower centres are depressed by deepening 
anaesthesia to stage 3 the movements cease. It is to be 
expected, therefore, that this phenomenon will be more 
commonly seen when premedication has been inadequate or 
ineffective and the lower motor centres are accordingly more 
active than in a well-sedated case. Muscular, highly trained 
males leading an open-air life are especially liable to fall into 
this group. It is not to be anticipated in such cases that a 
barbiturate alone will provide good relaxation at a level of 
anaesthesia short of severe respiratory depression. If the 
tremors were due to a convulsant property of thiopentone it 
would be expected that increasing the dose would lead to 
enhanced severity of the movements, but this is not the case. 

A close parallel to this action of intravenous barbiturates is 
the so-called “ stimulant ” action of alcohol, where the differen- 
tial depression of the highest centres leads to a phase of 
enhanced activity on the part of lower centres.—I am, etc., 

Barnet, Herts. C. F. Scurr. 


Sir,—Those of us who make frequent use of the intravenous 
barbiturates must have welcomed Dr. R. L. Wynne’s paper on 
the convulsive properties of thiopentone (Jan. 10, p. 48). The 
following observations may also be of interest. When dealing 
with Army patients I acquired the habit of giving thiopentone 
rapidly (0.5 g. in less than a minute and maintenance doses at a 
similar rate). Many of these patients showed pronation of the 
forearm as described by Dr. Wynne; these and other limb 
movements often appeared to be a2 response to surgical stimuli 
and were attributed to light narcosis. Later a sample of hexo- 
barbitone (“evipan”) was found in some German equipment, 
and this was used in similar dosage and rate. The results in 
three fit soldiers were surprising, and fully comparable to those 
described by Dr. Wynne as the “shudder reflex.” Further 
injection of comparatively large doses of hexobarbitone had no 
effect on these movements, but the inhalation of ether vapour 
soon stopped them, and the operation could be started. The 
movements seemed to occur as a response to a surgical stimulus. 

- In a few similar cases hexobarbitone was given at the rate of 
one minute to each ml., and no “convulsions” were seen. It 
was then decided to try thiopentone at the rate of 20 to 30 
seconds to each ml. of 5% solution, with the result that 
muscular contractions were no longer observed. Incidentally 
much less thiopentone was required for each case. 

More recently, when dealing with lists containing several 
minor cases, an attempt was made to save time by giving an 
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estimated dose rapidly and continuing with nitrous oxide and 
oxygen, if necessary by passive ventilation. On several occa- 
sions this technique caused hiccups, which could only be 
stopped by adding ether. A return was made to a slower rate 
of injection (2.5 to 3 minutes for 0.5 to 0.7 ml. of thiopentone), 
and diaphragmatic spasm was no longer seen. 

Statistical evidence is unfortunately lacking, but a strong 
clinical impression was formed that the “ convulsive ” effect of 
thiopentone is closely related to the rate of administration. It 
would be interesting to know at what rate Dr. Wynne gave his 
thiopentone, and whether in the case that he reports it was 
given at the same speed on each occasion.—I am, etc., 

Baguley, Cheshire. C. T. Barry. 


Orchitis of Mumps 

Sir,—In the article by Dr. Desmond Laurence and Mr. 
Donald McGavin on the complications of mumps (Jan. 17, p. 94) 
decompression of the testis is, I think, too lightly dismissed. It 
is disappointing to see the damage done to the testes by the 
orchitis of mumps assessed by the degree of atrophy and sexual 
vigour and not on semen analysis, which would have revealed 
grave impairment in many of these cases. Biopsy frequently 
shows extensive or complete spermatogenic atrophy with no 
lessening of virility. —I am. etc., 


London, W.C.1, REYNOLD Boyp. 


Fatal Air Embolism 


Sirn,—I would like to add the following case of fatal air 
embolism to the literature, following the case reported by 
Hewer and Coombs (Jan. 17, p. 97). 

In October, 1946, a man fell off his bicycle in Camberwell and 
was admitted to hospital, where he was found to be suffering from 
a fracture of the right acetabulum.. He was transferred to a sector 
hospital, where traction was applied to the femur. He was in very 
great pain, and further x-ray examination showed that a sharp piece 
of the acetabulum was adjacent to the bladder. It was decided to 
replace the fragments of the acetabulum digitally through an 
abdominal incision. 

The man was in agony, and he was brought to the theatre in his 
bed on wheels under the influence of morphine gr. 1/6 (11 mg.) 
and atropine gr. 1/100 (0.65 mg.). Gas and oxygen were admini- 
stered on the bed, and subsequently with the aid of ether and carbon 
dioxide blind intubation was performed. The patient was then trans- 
ferred to the table and the operation commenced with the patient 
in Trendelenburg position. The fragments were replaced satisfac- 
torily and the operation was uneventful until, as the peritoneum was 
being sutured an hour and a quarter later, the respirations ceased 
and the temporal pulse was no longer palpable. The face imme- 
diately became greyish-blue in colour. The table was brought to 
the horizontal and artificial respiration commenced in association 
with forced respirations through the anaesthetic bag. Adrenaline 
was injected intracardially without response. 

Post-mortem examination revealed that the right side of the heart 
was bulging, and when the right auricle was incised air escaped. 
There was a very small quantity of pink blood in the auricle. The 
iliopectineal line was found to be fractured and a sharp fragment 
was lying under the femoral vein. This could well have been the 
site of the air entry when the peritoneum was pulled upon. 


—I am, etc., 


Uxbridge, Middlesex. T. Davip LAMBERT. 


Digitalis in Chronic Heart Disease 


Sir,—It is usual to find in acute wards digitalis applied in 
cases of auricular fibrillation. There it is usually given in large 
doses until effective blockage is achieved. In other cases of 
heart disease digitalis is usually omitted. This way of applying 
digitalis is not satisfactory in old age. The old muscle being 
either atrophic and brown or flabby and fibrous could never 
tolerate a treatment with doses used in middle age. 

Cardiac failure in old age is of more complex nature. The 
chest condition old people suffer from, frequently termed senile 
pneumonia, is not due only to infective organisms. In the 
presence of heart failure congestive bronchitis and congestive 
pneumonia are prevalent. In addition long-sustained recum- 
bency, as in fractured neck of femur or senile hemiparesis and 
other conditions, produces hypostasis and hypostatic pneu- 
monia. Furthermore, oliguria caused not only by cardiac weak- 
ness and prostatic hypertrophy but also by senile paralysis of 
bladder and cystitis diminishes the output of urine and promotes 


ca 
accumulations not only of sulphonamides but of other drugs as 
well, and makes it necessary for us to apply what I can 
call infant-doses in many cases. That is why small doses of 
digitalis appear to be effective in senile cardiac failure. 

In cases where normally high blood pressure of old age is 
going down to the norm of middle age and other signs of 
cardiac failure supervene a very small dose of digitalis wil] pe 
sufficient to correct decompensation—for instance, digitalis 
1/2 gr. (32 mg.) b.d. or even a smaller dose. In cases where 
the systolic B.P. approaches the diastolic pressure or the dia. 
stolic pressure sinks down to 70 somewhat larger doses useg 
will prove very effective. Only cases of infarction may be 
excluded there. In these cases we do not use the blocking’ 
power of digitalis—blocking the senile heart which is already. 
in a state of disposition to blockage naturally being dangerous, 
although it seems to me that less danger comes from a blocked 
heart than from medical narcosis. With regard to life expecta. 
tion, we are trying to use the inotropic action of digitalis on the 
heart, its direct action on the heart muscle or what is left of 
the muscle (a part of it substituted by fibrous tissue). The force 
to be applied to bring the old motor forward, without causing 
it to crumble down, depends entirely on the judgment of the 
treating physician—or otherwise, plainly spoken, the way the 
art is used. 

There is no doubt that treating old patients involves a certain 
amount of chance being taken. If one loses the patient one 
may fear for reputation, or wastage of drugs, but one will find 
consolation in those many one will be able to help and some- 
times to bring on their feet again—at least to overcome their 
crisis. One will be astounded how quick the response of old 
organism occurs in many instances. 

We mentioned above that senile pneumonia is a term com- 
prising conditions of a very complex nature. It is important to 
know that the temperaure does not give us any clue in support 
ing our diagnosis in old age. Old people have usually sub- 
normal temperatures under normal conditions. A temperature 
of 98.4° F. (36.9° C.), which is considered to be still normal in 
middle-age, already indicates a rise, and the temperature of 
100° F. (37.8° C.) therefore will be considered as being rela- 
tively high in senescence. 

In view of this fact bacteriological examination of sputum 
germs, especially with regard to sensitiveness to penicillin, will 
be an important measure to determine severity of accompanying 
infection—I am, etc., 


Carlisle. W. WEIss. 
Penicillin and Blood Coagulation 
Sir,—The investigations carried out by Sir Alexander 


Fleming and Dr. E. W. Fish (Aug. 16, 1947, p. 242) go to show 
that the effect of penicillin on blood is to retard coagulation. 
I cite the following case to request an explanation. 

A boy aged 11 was brought to me on Jan. 10, 1946, for bleeding 


from nose and mouth. The trouble had started eight hours pre- 
viously. He had been operated on elsewhere for enlarged tonsils 


* and adenoids a week before, and at that time bleeding had ceased 


within a few hours. He had already received injections of calcium 
= and “ coagulen-Ciba,” but with only little and temporary 
ect. 

On examination the tonsillar bed was found to be clear, so blood 
was evidently coming from the adenoid area, and one could see 
blood oozing out from behind the soft palate. The nose was not at 
fault. Injections of calcium gluconate, coagulen-Ciba, and ascorbic 
acid were given at 10-minute intervals, with only temporary effect. 

As these late bleedings are often due to secondary infections the 
patient was given 20,000 units of penicillin intramuscularly. Bleed- 
ing stopped within five minutes. The same dose of penicillin was 
repeated three-hourly until a total of 100,000 units was given. Next 
day, 26 hours after the first injection of penicillin, bleeding started 
again. As the patient had already received 100,000 units of peni- 
cillin, he was given injections of coagulen-Ciba, ascorbic acid, and 
vitamin K, without any effect. Bleeding gradually became profuse 
and alarming. Intramuscular injection of penicillin, 30,000 units, 
was given. It acted like magic. Gradually the bleeding became less 
severe and stopped entirely within 10 minutes. Injections of 20,000 
units of penicillin were repeated at three-hourly intervals until a total 
of 400,000 units was given. There has been no recurrence of the 
complaint. 


Now, one would like to have information on the follow- 
ing points: (1) Did penicillin have any direct effect on the 


MEDICAL Journ, 








the s 

to g 

prodi 
4, 


in ge 
glom 
capill 
If so 
funct 


Coul 
retur 
circu 
fluid 

repla 
stant 
situat 
then 

circul 


.becor 


altoge 


Su 
my t 


then 
reduc 
times 
viable 
becau 
decid 


large 
canal 





age is 
ens of 
will be 
igitalis 


1e dia 
$ used 
ay be 
Ocking’ 


serous, 
locked 
Pecta- 
on the 
eft of 
force 
using 
of the 
y the 


ertain 
it one 
1 find 
some- 

their 
f old 


com- 
int to 
port: 

Sub- 
ature 
al in 
re of 

Tela- 


utum 
J will 
nying 


nder 
show 
tion. 


ding 


nsils 
ased 
cium 
rary 


lood 


ot at 
rbic 
tect. 
_ the 
eed- 
was 
Next 
rted 
eni- 
and 
fuse 
nits, 
less 
000 
otal 

the 


yw- 
the. 





CORRESPONDENCE 


BritisH 225 


MEDICAL JOURNAL 





a 
coagulation time of blood? (2) Or, Did it help the coagulant 
drugs by combating sepsis ? (3) And, if so, could the effect be 


so rapid ?7—I am, etc., 


Ahmedabad (Bombay Province), Indian Union. H. M. DEsal. 


Renal Function in Disease 


Sir,—The Journal of Jan. 3 (p. 22) contains extracts from an 
address given by Prof. Robert Platt before a meeting of the 
Manchester Medical Society on Dec. 3, 1947. These extracts 
raise problems of considerable interest, especially to those con- 
cerned with the clinical application of fact and theory. With 
your permission I would put forward the following points 
which arise out of the published context. 


|. Rose Bradford has shown that surgical removal of most of 
the kidney caused the remainder to secrete copious, dilute urine of 
low specific gravity. Prof. Platt expresses the opinion that it was 
inconceivable that in the circumstances the remaining nephrons 
should suddenly have developed tubular failure. Might it not be 
suggested that it was even more inconceivable that such a delicate 
and highly specialized system as is the nephronic system could fail 
to be disorganized if the whole were mutilated by the extirpation 
of a major part ? The kidney is a vital organ, and is fashioned by 
Nature to act physiologically as a separate and distinct unit. The 
traumatic effect of such vivisectomy must be taken into consideration 
when assessing the function of the portion of kidney left in situ. 
Further, is it known for how long the surviving section of the 
kidney showed the defect in function ? Was there any attempt at 
recovery with improved function? Or did the death of the 
remnant and/or the subject supervene too soon ? 

2. More recent investigations have shown that the filtration 
fraction in chronic renal disease was high, which suggested that 
there was in fact a high glomerular pressure. But assuming that 
the glomeruli are themselves involved in renal disease, one must 
infer that Bowman’s capsules must also, be involved. with a corre- 
sponding disturbance of their contribution to the filtration fraction. 
Is it not possible that in the pathological process filtration becomes 
leakage, independently of pressure in the glomeruli ? If the synovial 
membrane of a joint becomes damaged or diseased an increased 
amount of fluid appears in the joint cavity. Does not this suggest 
a raising of the filtration fraction of the synovial membrane ? 

3, Prof. Platt states that glycosuria was never present in chronic 
renal disease. Would this still be true if a patient with chronic 
nephritis suddenly developed diabetes ? It is difficult to see why the 
blood should wish to give up its normal natural sugar content just 
because the kidneys were diseased. Are the kidneys controllers of 
the sugar content of the blood in health? In diabetes they do try 
to get rid of the excess of sugar which they regard as a waste 
product, and which as such it is their function to excrete. 

4. Prof. Platt states that the histology of chronic nephritis showed 
in general that in those areas where there was tubular atrophy the 
glomeruli were non-functioning. Does this mean that the glomerular 
capillaries were occluded, and that no blood was passing through ? 
If so, at what stage of tubular atrophy did the glomeruli cease to 
function, whether as filter or leak ? : 

5. Finally as to the question of oedema in acute nephritis. 
Could not this be approached from the angle of obstruction to the 
return flow of body fluid from the tissues back into the general 
circulation ? The vascular system is fixed in capacity ; the body 
fluid is not only in constant circulation, but requires constant 
replacement from without. Hence the necessity of a free and con- 
stant overflow from the vascular system. The main overflow is 
situated at the kidneys. If this is obstructed, as in acute nephritis, 
then the return flow of fluid waste from the tissues back to the 
circulating system must also be obstructed, with the result that it 

becomes dammed up in the tissues—hence oedema—or is this 
altogether too simple ? 


—I am, etc., 


New Buckenham, Norfolk. R. G. BLAIR. 


Varicocele of Canal of Nuck in Pregnancy 


Sirn,—As I can find no mention of this condition in any of 
my textbooks, it seems to me that this case may be of interest. 


In September last I saw an expectant mother, 2 para, aged 34, 
then 5 months pregnant, with a left inguinal hernia, soft and easily 
reducible, about as large as a pigeon’s egg. There were three possible 
times to deal with this—at once, post partum, or when tie child was 
viable. I discarded the first for fear of miscarriage, and the second 
because of the necessary interruption of the child’s upbringing, and 
decided to operate at the 36th week. 

On Dec. 30 I operated and found that the hernia was a 
large varicocele intimately surrounding the round ligament in the 
canal of Nuck. I ligated both ends and removed the mass, closing 


the inguinal ring in the usual way. Within 12 hours the patient was 
in labour, and she delivered herself of a 7} Ib. (3.5 kg.) baby quite 
normally. 

To my great surprise, she was quite unconscious of any discomfort 
in the operation wound throughout labour, except when I grasped 
the fundus uteri during the third stage. Pwterperium was quite 
uneventful. I was very much struck by the complete absence of 
any discomfort at the inguinal ring during the violent expulsive 
efforts of labour, and also by the prompt oxytocic effect, presumably 
of interfering with the round ligament. 


I am now speculating whether the varicocele was a temporary 
result of pregnancy which would have spontaneously cured 
itself after delivery, or if I did in fact do the correct thing.— 
I am, etc., 

Sherborne, Dorset. RICHMOND MCINTOSH. 


Intravenous Alimentation 


Sir,—Dr. H. E. Magee is to be congratulated on his very lucid 
article (Jan. 3, p. 4) on this very important subject. In 
my own work on this subject (Med. Pr., 1947, 217, 497) I have 
confirmed most of the points made by Dr. Magee. I have 
had considerable clinical experience in the use of intravenous 
amino-acid mixtures—all made in America—and I can confirm 
that nitrogen balance can be restored readily in conditions where 
nitrogen loss is considerable—e.g., in trauma, after operations, 
and in infections. 

Reactions in my series do not appear to occur in more than 
1% of cases treated, a figure which compares favourably with 
transfusions of whole blood or plasma. 

Thrombosis has occurred where more than | litre has been 
given into one vein only, but I have had no trouble where | 
adopted the American technique of giving large amounts in 
divided doses into several veins—not more than 300-500 ml. 
being given into'any one vein. It must not be forgotten how- 
ever, that amino-acid mixtures are by their very nature excellent 
culture medid, and particular care must be taken to avoid con- 
tamination, and the intravenous technique must be as aseptic 
as possible. 

Most commercial preparations contain pyrogens, and it is 
advisable to have batches of the solution tested for these before 
use. There can be no doubt that an appreciation that ten of the 
amino-acids are essential—that is, not replaceable by any of 
the other amino-acids—is fundamental in this form of thera- 
peutics. 

I would therefore suggest that we abandon the present method 
of saying that so many grammes of protein are required by a 
patient in any given condition. After all, many proteins do 
not contain all the essential amino-acids, or the amounts 
contained are so small as to be of no value. Finally, it would 
seem that certain specific conditions—e.g., hepatic’ failure— 
require larger: quantities of amino-acids, such as methionine, 
than do normal healthy individuals. 

What is required, in my view, is an authoritative statement on 
the total amino-acid requirements of any given patient rather 
than the total protein. Perhaps it may be possible in the near 
future to supplement this information with a table giving the 
total daily requirements of each essential amino-acid in health 
and disease. With this information in our hands we have 
available one of the most impertant therapeutic advances made 
in recent years.—I am, etc., 


Southport. JOHN H. HANNAN. 


A Sign of Carcinoma 


Sir,—The very useful manceuvre which Mr. A. Dickson 
Wright describes (Jan. 3, p. 27) has been in use for some time. 
It is described by Auchincloss in Nelson’s Surgery. In the same 
place is described another method of accentuating some of the 
physical signs in the breast. The patient is made to kneel with 
the arms forward on a support. The breasts then fall into a 
pendulous position, so that the relations between the tumour 
and the chest wall are clearly demonstrable. Some breasts 
may be transilluminated with advantage in this position. I 
have found both the manceuvres most informative and have 
often regretted that they were not taught to me when a 
student.—I am, etc., 

‘Hull. J. CLAPHAM COATES. 
REFERENCE 
Auchincloss, Hugh. WNelson’s Loose Leaf Surgery, Vol. 4, p. 871, New York. 
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Leprosy and its Problems 


Sir,—Dr. Niels Dungal’s letter (Oct. 18, 1947, p. 631) raises 
the question as to whether other insects besides cockroaches 
may transmit the disease and suggests that lice and fleas are 
more likely to be the instruments of transmission than any 
other. It is quite possible that different insects may be the 
vectors in different parts of the world—i.e., acting as true 
intermediate hosts, in which a stage of development takes place 
rendering the bacilli infective to man. 

Ehlers, Bourret, and Wirth investigated lice and fleas in 1911 
without coming to any definite conclusion. Flies, ticks, bugs, 
mosquitoes, scabies (acarus) have all been examined as possible 
direct carriers of infection, but I do not think that any atten- 
tion was paid to the possibility of any of the insects acting as 
true intermediate hosts, and certainly no inoculation experi- 


ments of infected faeces of insects into man were carried out.° 


I am of opinion that such experiments are the only means by 
which the mystery of transmission will be solved. - 

Cockroaches date from carboniferous times and existed all 
over the world, the climate being hot and moist. The species 
lapponica was the most common variety in Europe in the 
sixteenth century and dwelt in woods and thickets, and is still 
found in the mountains of Norway and Switzerland as high 
as shrubs extend, and when sheltered by human dwellings can 
endure the extreme cold of the most northern parts of Europe 
(Miall and Denny). Is it not possible that cockroaches have 
existed all along in Iceland?—I am, etc., 


Nairobi, Kenya. BERNARD MOISER. 


A Suggested Hospital Unit 


Sir,—Having read with interest the correspondence concern- 
ing the plans suggested by Mr. H. J. McCurrich (Nov. 22, 1947, 
p. 832), and in particular his letter in the Journal of Jan. 10 
(p. 77) in which he mentions the contradictory adVice which he 
has received “from persons of no experience,” I feel that I may 


usefully draw attention to the services provided by the Central - 


Bureau of Hospital Information, in conjunction with the British 
Hospitals Association. 

For more than a quarter of a century the Bureau has 
collected and disseminated information and opinions bearing 
on every aspect of hospital administration, design, and equip- 
ment, and its services—with those of its honorary advisers—have 
always been available to anyone interested in such problems, 
both in this country and overseas.. As an instance of its work 
before the war, the Building Centre Hospitals Committee was 
set up jointly with the Building Centre, Ltd., and in due course 
published schedules of requirements in the planning of hospitals 
which could be filled in by any hospital authority who wished 
to give information to architects engaged to prepare plans. 
This committee had perforce to lapse at the outbreak of war, 
but collaboration with the Building Centre has continued. 

A more recent development, at the instigation of the British 
Hospitals Association, has been the setting up of an Advisory 
Committee on Hospital Equipment within the organization of 
the British Standards Institution. The work of this committee 
is likely to assume considerable importance from the point of 
view of hospital design as the range of equipment for which 
specifications are made is widened to embrace the larger types 
of fixture. 

I do not wish to suggest that Mr. McCurrich would neces- 
sarily find within the compass of the Bureau itself all the 
information for which he has been looking, for the Bureau has 
never claimed to be self-sufficient. It may well be, however, 
that it could give guidance as to where authoritative informa- 
tion might be found if not in its own possession, since it remains 
in a unique position to correlate the opinions of those interested 
in hospital problems to-day.—I am, etc., 


Central Bureau of Hospital Information, 
52, Green Street, London, W.1. . 


J. P. WETENHALL, 
Director. 


Asthma and the Inhaler 


Sm,—An asthmatic since infancy, I have been using a broncho- 
vydrin type of inhalant daily for about ten years. Not being 
able to see my bronchial mucosa, I am not worried by its 
possible thickness or the inactivity of its cilia. I am, however, 


a 


able to carry out a full day’s work and in winter to sleep under 
the pillows instead of on them. I am also much less troubled 
by bronchitis than I used to be. Although ephedrine Sprays 
may be, as Dr. Clement Francis (Jan. 10, p. 76) states ee 
harmful, I find them also much less effective. Normal saline 
would probably be even more ‘gentle with bronchial mucosa 


If my life has been shortened by using adrenaline sprays, at 


least I shall have had more hours of useful activity on earth 
than I should otherwise have had. , 


To the patient the advantages of this form of therapy are. 
(a) Saving of doctors’ fee; (b) there is no dreaded injection ; (c) there 
are no side-reactions comparable with systemic adrenaline inject; 
and work may be resumed forthwith; (d) there is no malaise and 
dyspepsia, so often associated with ephedrine administered by mouth 

The disadvantages to the doctor are: (a) Loss of fees: (b) as 
with all asthma remedies, the effect is not the same with all patients: 
(c) when an acute attack is fully developed, the method is uncertain 
and dosage unregulated. _I think that bed, warmth, hot drinks 
(especially tea and coffee), and injections of adrenaline or prepara. 
tions of suprarenal and pituitary are then a safer and more reliable 
system of treatment. (d) In the presence of acute bronchitis the 
solution seems unable to pass the barrier of mucus and is usually 
ineffective. ; 


I consider that any asthmatic should be given the opportunity 
to try out this method. He should be instructed never to wait 
for an attack to develop, when overdosage without relief may 
well be possible, but to use his spray for two or three minutes 
as soon as he is aware of the aura of an impending attack. If 
he fails to abort the attack, the patient should not continue with 
the spray, but send for his doctor. In deference to the rhino- 
logists and because it is wasteful, the inhalation should never 
be made through the nose.—I am, etc. 


Ewell, Surrey. PAUL WINGATE. 


Radiological Evidence of Age 


Sir,—The Palcor News Agency of Nov. 26, 1947, reports from 
Jerusalem that a youth found guilty of exploding a train was 
established to be over eighteen by an Army radiologist, thus 
making him liable to the death sentence. When his parents 
challenged the age and produced a recently issued birth certifi- 
cate, the court queried it. The father of the accused said that 
until his son’s capture he had not required a certificate. It was 
only when the aged man who had circumcised the boy on 
May 1, 1930, could be produced that it was established that 
the boy was only 17} years of age and so not liable to the death 
penalty. 

This case, if correctly reported, raises the serious issue of the 
reliability of radiological evidence of age. One wonders whether 
the majority of radiologists would care or dare to fix an age with 
certainty within six months, and, if so, on what evidence. From 
my knowledge of radiology I think most radiologists would 
hesitate to be exact even within a year. It seems that this 
important question has received no publicity in this country 
and it should not be allowed to pass without comment from the 
profession.—I am, etc., 


Urmston, Lancs. BERNARD SANDLER. 


Test of Death 


Sm,—On reading the abstract of “Les signes de la mort 
absolue” (Daniel and Daniel, Avenir méd., 1946, 71-5) in 
Abstracts of World Medicine, December, 1947, I was reminded 
of a simple procedure which I used to employ in clinical work 
as a confirmatory test of absolute death. 

I observed that the retinal vessels took on, after death, a 
curious appearance. The blood column was broken up into 
segments of varying length, each segment ending quite abruptly 
and separated from the next segment by a well-defined gap. 
The extent of this disintegration of the blood column varied 
from case to case. This sign was never present when other signs 


of life were in evidence, and was often obtained within a very - 


short time of their disappearance. 

I am not aware that this sign has been described ; it certainly, 
does not seem to be generally taught. My series was too short’ 
to form a definite opinion, but I had the impression that the 
test might prove useful.—I am, etc., I 


Sealand, Cheshire. E. A. Harris. 
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Treatment of Rheumatoid Arthritis 

six,—In connexion with my article on the above subject, 
ublished in the Journal of Aug. 16, 1947 (p. 252), I have 
received various inquiries, some of them through the corre- 
spondence columns of the Journal, and some of them direct. 
Several correspondents ask me about the necessity of blood 
typing. My answer is that blood typing is absolutely necessary. 
Moreover, cross-typing must also be carried out in order to 
exclude sub-groups and particularly the Rh factor, especially if 
the transfusion is repeated. 

Other correspondents ask me for an explanation of the 
astonishing phenomenon that a pregnant woman’s blood is 
able to cure some cases of rheumatoid arthritis. I purposely 
refrained from giving an explanation. I do not believe in 
guesses which are not based on positive facts. But I have, of 
course, pondered the problem, and my first idea—which I 
think must occur to everyone—was that the effect of the blood 
should be attributed to the multiplication of hormones during 
pregnancy. Everything, however, seems to contradict this hypo- 
thesis. Hormones given in a peroral and parenteral way have 
not achieved any result, even in strong doses ; this disappoint- 
ment must, I think, have been experienced by everyone. 
Besides, the effect of pregnant blood is not similar to the effect 
of the hormone. The effect of all hormones hitherto used for 
medical purposes has been ephemeral ; it lasts only so long as 
the hormones circulate in the organism. When the hormones 
have been destroyed or excreted by the organism, which occurs 
very soon, their effect also ceases, and the symptoms of the 
disease recur. Pregnant blood, on the other hand, when its 
effect is favourable, starts a process of recovery which continues 
even if the dose is not repeated. To find an analogy, we should 
compare its effects rather with those of the immunization sera ; 
and if we look for a hypothesis, I think it more probable that 
the foetus and its attachments create, as antigens, such anti- 
bodies in the mother’s body as are able to counteract the 
causative agents or toxin of rheumatoid arthritis. We know 
of analogies for this—i.e., the Rh factor or the Weil-Felix 
reaction. From this point of view the globulin content of the 
pregnant blood should be examined. 

As regards the possibility of shock, it is difficult to give a 
categoric answer. I can at any rate state that in my own 
practice I have found that pregnant blood can be effective with- 
out causing fever.—I am, etc., 


Budapest. IMRE Barsi. 


Penile Carcinoma 

Sik,—With regard to this controversy, is it necessary to bring 
in “ mixed bacterial flora of the prepuce”? In spite of our 
ignorance of the causes of cancer we do know that syphilis is a 
predisposing cause in certain situations—e.g., the tongue. The 
commonest site for a primary chancre in the male is the prepuce. 
the spirochaetes gaining entry in an abrasion or tear; that in 
the female is the cervix. In the circumcised the delicate mucous 
membrane of the glans is replaced by stratified epithelium, 
which is much less liable to abrasions, therefore to infection 
and becoming a source of infection.—I am, etc., 

Dumfries. A. P. BERTWISTLE. 


Sir,—We must get back to the fundamental facts raised by 
Mr. W. Sampson Handley (Nov. 22, 1947, p. 841). We either 
accept his contention that circumcision in the male will greatly 
reduce the incidence of carcinoma of the cervix, in which case 
we must support his plea for operation of the prepuce, or we 
do not, in which case evidence to the contrary should be 
produced. So far, his conclusions have not been seriously 
challenged. It is on the type of operation to be performed 
that I dared to differ from so distinguished a surgeon. I con- 
fess I have had no experience of fenestration operations on 
the prepuce of the infant, but suggest that if anything requires 
to be done in that region then there is a simple operation 
which has stood the test of time—i.e., “ ritual ” circumcision. 

As regards the history of the operation, a slight correction 
requires to be made in the statement that “‘ Abraham learnt its 
advantages from his Arabian wife Zipporah, who circumcised 
their son.” Zipporah, wife of Moses, lived in a later epoch 
and only circumcised her son on the threat of Divine wrath. 
The Covenant, that in the future all males were to be cir- 


cumcised on the eighth day of life, was made with Abraham, 
who underwent the operation at the same time as his son 
Ishmael. Abraham was then 99 years old (the science of 
geriatrics seems to have arisen later with King David and his 
two hot “ water-bottles ”) and Ishmael 13 (hence, presumably, 
the Arab custom of circumcising at that age). The operation, 
therefore, may be said to have been practised by the Jews, 
without interruption, from the time of Abraham to the present 
day. I did not say they originated it but merely suggested that 
an element of proficiency must by now have crept into the 
proceedings.—I am, etc., 


London, W.1. DAVID PREISKEL. 


Sir,—In the original annotation (Nov. 1, 1947, p. 699) which 
started this correspondence the statement is made that “ cir- 
cumcision and personal hygiene are the only two prophylactic 
methods which are likely to reduce the incidence of carcinoma 
of the penis.” 

Most of your correspondents have advocated the first method, 
but-surely the simpler and more aesthetically correct method is 
to insist on personal cleanliness. Every mother should be 
shown by her medical attendant how to retract the prepuce 
and cleanse the glans and sulci of her infant son; the son in . 
turn being instructed by his mother. Personal cleanliness in 
this direction is surely just as important as brushing the teeth 
or washing the ears, and I have never yet heard the suggestion 
that the cure for dirty ears is amputation.—I am, etc., 


likley, Yorks. R. JOHN GOURLAY. 


D.D.T. as an Anthelmintic 


Sir,—In your issue of Nov. 15, 1947 (p. 805), there is a query 
and a reply on the subject of D.D.T. as an anthelmintic. 
Some time ago I thought of the possible use of D.D.T. in treat- 
ing helminth infestations and conducted a short trial of its use 
in patients showing ova of roundworm, hookworm, or whip- 
worm in their stools. 

I had no data available concerning the toxicity of D.D.T. in 
milligrammes per kilo of body weight, so after various calcula- 
tions I decided on using a dose of 1 gr. (65 mg.) of pure 
D.D.T. powder. To test the safety of this dose I took two 
treatments myself first, using 2 gr. (0.13 g.) as the dose. 
The only symptoms arising from the D.D.T. were very slight 
nausea and a mild warm sensation in the epigastrium lasting 
about three hours and commencing about an hour after inges- 
tion of the powder. No delayed effects were noticed. 

Only patients whose stools showed heavy infestations were 
chosen for treatment, and all were adults, some male and some 
female. The following routine was employed :- (1) At 20.00 
hours the previous night sodii sulph. 1/2 oz. (15 g.) was given 
and no further food allowed. (2) At 06.00 hours D.D.T. pure, 
gr. 1 (65 mg.) with gr. 5 (0.32 g.) kaolin were given in a 
gelatin capsule. (3) At 08.00 another dose of sodii sulph. 
1/2 oz. (15 g.) was given. (4) After the bowels had ‘worked 
well, food was allowed. (5) The patient was kept in hospital 
for forty-eight hours after the treatment. (6) While in hospital 
all the patients’ stools were collected and examined carefully 
for worms, the number being tabulated. (7) Two weeks later 
a further stool examination was done. 

Results were disappointing. In a small series no roundworms 
or whipworms other than an odd one purged out were 
recovered, but with hookworm (all A. duodenale) death of 
worms did occur. However, eradication of the hookworm 
infestation did not occur and follow-up stool examinations 
were always positive. Speaking generally, I would say the effect 
of D.D.T. was approximately about a half to three-quarters 
that of tetrachlorethylene if estimations of such vagueness are 
permitted. 

On the grounds of these early indications that D.D.T. was no 
good in the eradication of roundworms and whipworms, that 
where hookworm was concerned it was inferior to one of the 
cheapest effective. anthelmintics, and bearing in mind the 
dangerous nature of the substance being used, I did not extend 
the experiment on more scientific lines. 

If anyone else has had any experience of the therapeutic use 
of D.D.T. internally, I would welcome their comments on my 


investigations.—I am, etc., 
Kuala Belait, Borneo. K. F. D. SWEETMAN, 
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The Lazy Eye 

Sir,—I would like to answer Mr. S. Black’s accusation (Jan. 10, 
p. 77) that the School Ophthalmic Service is essentially curative. 
Admittedly this is so in many parts of the country, but in Devon 
the preventive side is considered the most important. For the 
past ten years the Devon County Council has entrusted the 
Ophthalmic Service to the care of two full-time ophthalmic 
surgeons under the County Medical Officer. There is complete 
liaison between the Maternity and Child Welfare Department 
and the School Ophthalmic Service, and infants are seen and 
followed through their pre-school and school years. 

Any infants suspected, even remotely, of eye defect by medical 
officer, health visitor, or parents are referred to the ophthalmic 
surgeon for full examination, and having once been referred 
they become the responsibility of the ophthalmic department. 
In this way congenital defects, squints, errors of refraction, 
particularly high degrees of anisometropia, are treated at an 
early age and the development of amblyopia prevented. 

On attaining school age every child in every school has a 
visual acuity test every year, the most important group being 
that of the school entrants, who, though they are not conversant 
with letters, are tested by other reliable and scientific methods. 
Any child not attaining the standard of 6/6 in each eye 
separately is referred for ophthalmic examination, through 
which it is possible to find visual defects early so that treatment 
can be instituted before it is too late to be effective. 

Naturally many cases referred are found to have no ophthal- 
mic defects at all, but the principle is maintained that it is 
better to examine the normal than miss the defective.—I am, 
etc., 


Exeter. MARGARET L. FOxwELL. 


The Dangers of Going to Bed 


Sirn,—Dr. R. A. J. Asher’s article on “‘ The Dangers of Going 
to Bed ” (Dec. 13, 1947, p. 967) prompts me to record the 
following case. 

Some five years ago a middle-aged female patient was transferred 
to me by another surgeon who had performed a cholecystectomy on 
her two weeks previously. Since operation she had had a persistent, 
profuse biliary fistula and clay-coloured stools. I operated on her 
about a week later and found that the common hepatic duct had 
been completely divided where it emerged from the liver, the right 
and left hepatic ducts having united intrahepatically. A bougie was 
passed down the duct into the duodenum without obstruction. The 
divided ends were sutured together round the upper limb of a 
T-tube, which was inserted into the common bile duct. 

About three weeks after this operation, when the amount of bile 
draining externally was slight, the tube was removed. Thereafter 
the bile loss became copious and the stools almost clay-coloured. 
When this had persisted for a further three weeks and the patient’s 
condition was deteriorating, I considered that it was necessary to 
repair the leak, but the ward sister appealed to me ‘to allow her to 
try getting the patient out of bed. I did not think this wculd have 
any effect. on the fistula, but agreed that it would at least be good 
for “ morale ” in view of the impending third operation. However, 
within forty-eight hours of her starting to get up the fistula was 
dry and the stools normal. Further recovery was uneventful. 

In my opinion the complete healing of the duct was prevented 
by being constantly bathed in a pool of bile which collected 
while the patient was lying in bed. Since this lesson I have not 
postponed getting-up choledochostomy cases until the wound 
was dry, and have found that this earlier ambulation accelerated 
complete healing of the duct.—I am, etc., 


Edinburgh. J. P. Puivp. 


Sir,—Regarded as a jocose article Dr. R. A. J. Asher’s con- 
tribution (Dec. 13, 1947, p. 967) makes thoroughly enjoyable 
reading. “‘ Look,” he says, “at a patient lying long in bed. . . . 
The blood clotting in his veins, the lime draining from his 
bones, the scybala stacking up in his colon, the flesh rotting 
from his seat, the urine leaking from his distended bladder, 
and the spirit evaporating from his soul.” It is a picture worthy 
of Edgar Allan Poe. But Dr. Asher is pulling our legs just 
here : “It is not as bad as all that ” really, “ and rest is essential 
in the management of many illnesses” he admits. Under the 
heading “respiratory system” I suggest going even one better 
than Dr. Asher, and advise that the tuberculous patient with 
haemoptysis should never go to bed, because nearly all fatal 
pulmonary haemorrhages occur when the patient is at rest. 


ar 

Dr. Bruce Williamson (Jan 3, p. 26) still further enlarges on 
the dangers of treatment by rest. He tells us that for cases of 
rheumatic fever “in bygone days months in bed was considered 
sound practice, with mitral stenosis as the inevitable end-resyjy» 
(the italics are mine). I am not supporting too-prolonged treat- 
ment by rest after rheumatic fever, but I would like to know 
what scientific evidence he can adduce by way of proof that it 
was the rest in bed that was answerable for the mitral stenosis 
To say that it is the inevitable result is putting it strongly 
Can't he think of just one case out of the whole lot that escapeq 
mitral stenosis ? He also says : “If we wish to stenose” (again 
my italics) “any part of the body immobilization is the accepteq 
procedure.” Then, if we immobilize a fracture are we 
“* stenosing ” it ? 

Nearly fifty years ago—in those “bygone days "—it often 
seemed to me, as a medical student at hospital in London, tha 
just the rest in bed was more than half the battle, especially 
with hard-worked East End housewives, who had never known 
before what real rest meant, and what it felt like to be for 
once waited upon, instead of doing everything oneself. But it 
is the evils .of overdose (Dr. Asher’s italics) with bed that 
Dr. Asher is tilting against, and I have little doubt Dr. Asher 
would agree with me here.—I am, etc., 

Southborough, Kent. 


Prickly Heat: A Simple Remedy 


Sir,—With reference to Dr. C. J. Wilson’s letter on the above 
subject (Jan. 10, p. 76) describing the use of perchloride of 
mercury, | in 500, I use a rather similar treatment which I find 
very effective. The following lotion is used: Biniodide of 
mercury and spirit, 1 in 1,000, 1 oz. (28.4 ml.), diluted with 
an equal quantity of water, with the addition of menthol, 10 gr. 
(0.65 g.). This lotion is dabbed on the affected parts after 
bathing and allowed to dry. A little menthol powder. is then 
dusted on to the area. This treatment gives a marked “ hot and 
cold” sensation which lasts about 10 minutes. One or two 
applications are usually sufficient to clear the condition. Asa 
precaution I warn patients to test the treatment on a small area 
first before treating the whole area. Also, if they find that the 
lotion causes too much “ burning,” they may dilute the lotion 
with an equal part of water. I should be interested to hear the 
results of any cases treated with “ benadryl.”—I am, etc., 

Accra, Gold Coast. M. P. BROowne. 


E. WEATHERHEAD, 


Aetiology of Prickly Heat 


Sir,—In support of Dr. C. J. Wilson’s letter (Jan. 10, p. 76) 
regarding the use of a solution of perchloride of mercury, | in 
500, applied locally in the treatment of prickly heat, may ] 
confirm his findings by my own observations in the use of this 
drug when treating cases amongst Service personnel in Assam 
during the late war ? In the Surma Valley area of Assam there 
is during the monsoon period a high incidence of prickly heat 
amongst Europeans, and it was on the advice of. a docter of 
long residence in the district that I commenced treating cases 
with perchloride of mercury. In most cases this treatment led 
to a rapid cure comparable with the findings of Dr. Wilson. 
No other treatment was so effective, and it would appear that 
mercury when applied to the skin is a specific for this com- 
plaint. 

The aetiology still remains obscure, but the fact that mercury 
appears so effective in treatment suggests that a mercury-sensi- 
tive organism—probably a fungus—is the cause. I would be 
interested to know whether research has been conducted on 
these lines and whether a predominating organism of this type 
has been isolated : obviously secondary infection with pyogenic 
organisms occurs. That a few isolated cases fail to respond 
to the above treatment suggests more than one aetiological 
factor. 

The’ following observations are noted : (1) The incidence of 
prickly heat varied directly with the atmospheric humidity. 
(2) Whilst high temperatures favoured the condition—i.e., over 
90° F. (32.2° C.) shade temperature—the incidence showed a 


direct relation to the humidity rather than the temperature. 


(3) Europeans who habitually wore no clothing apart from a 
loose-fitting pair of shorts during daytime were less affected 
(4) The wearing of silk or closely woven cotton garmenti 
favoured the condition. (5) Loose-fitting “aertex” garment 
of the bush-shirt type, frequently changed, appeared to be the 
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Ro nk - 
ideal clothing. (6) Medicated dusting powders, etc., whilst of 


some use in alleviating the irritation, had no curative value.—I 


am, etc., 
Bishopsteignton, S. Devon, 


True Hermaphroditism 


Sm,—In reply to Dr. J. R. Edisbury (Dec. 27, 1947, p. 1056), 
may I refer him to my Hermaphroditos : The Human Intersex 
(second edition, Heinemann, 1946), embodying my Thomas 
Vicary lecture of 1941? I endeavoured to demonstrate in this 
work that “ true hermaphroditism - cannot be accepted in 
humans in the light of recent biological work and that this 
erroneous conception had infiltrated into our science from the 
daemonology of the ancient Eastern people, repeated naively 
by the Renaissance teratologists, and accepted uncritically by 
writers of more modern textbooks. . 

Only in certain lower animals is true hermaphroditism seen, 
but these are double animals consisting of a male and female 
united. They result embryologically from a parallel develop- 
ment of masculinizing and feminizing sex-formative genetic 
impulses. In higher animals sexes have separated, and in these 
“ gonochorists ” hermaphroditism is a contradiction in terms. 

Such animals and man are genetically either males (XY) or 
females (XX), but through certain experimental conditions 
feminization of a genetic male or masculinization of a genetic 
female can be obtained. This sex reversal shows according 

} to experimental conditions three degrees. In the first degree 
the intersexualization bears only on the morpho-psychological 
characters. In a second degree the genital organs and tract are 
involved. In a third degree the gonads themselves partially 
submit to the intersexualizing process. This corresponds to the 
three forms of human intersexuals. Genetic males may show 
feminization only of their morpho-psychological sexual features 
(morpho-psychological androgynoidism); others proceed to 
feminization of the genital organs and tract (genital andro- 
gynoidism), and others show partial feminization also of their 
gonads (gonadal androgynoidism). The same applies to mascu- 
linized women, or gynandroids. 

Morpho-psychological androgynoidism and gynandroidism are 
designated feminism or virilism. Genital androgynoidism and 
gynandroidism are designated with the barbaric clumsy terms 
male or female pseudo-hermaphroditism. Gonadal andro- 
gynoidism and gynandroidism are included in “ true herm- 
aphroditism.” Thus, true hermaphrodites are simply genetic 
males or females in whom the intersexualizing process has 
progressed up to the gonads. The term “true hermaphro- 
ditism,” which reminds us of old daemonology, should be 


discarded—but daemonology dies hard.—I am, etc., 
London, W.1. A. P. CAWADIAS. 


W. F. WALTON. 


Medical Treatment of a Sprinter 


Sir,—My attention has been drawn in recent weeks to the 
anxiety caused by a report published in the Evening News 
(Sports Edition, Oct. 27, 1947), wherein appear my comments 
on the treatment of an injury sustained by Macdonald Bailey, 
the international sportsman, at the White City on Aug. 3, 1947. 
On that occasion Macdonald Bailey collapsed on the running 
track and was found to have injured certain muscles of the 
thigh. 

I examined Macdonald Bailey some weeks later and under- 
stood from him that the injury had not been seen by a specialist 
for ten weeks and that he, Macdonald Bailey, did not realize 
the true nature of the injury. 

My comments, referred to above, were based on this informa- 
tion. However, from information subsequently placed before 
me by professional colleagues who were then responsible for 
the care and treatment of Macdonald Bailey consequent upon 
receipt of this injury, it seems clear that the runner did receive, 
on return to his Air Force unit, a full medical examination by 
the medical officer concerned and also, within a short space, by 
a specialist attached to the Royal Air Force Medical Service. 

I now desire to make it clear that my comments were not 
inteded to impute, to those responsible for the care and treat- 
ment of Macdonald Bailey at the material time, any lack of 
professional care, and if such an interpretation has been placed 


upon my words as reported, then I regret it—I am, etc., 
London, W.1. C. R. Wooparb. 


POINTS FROM LETTERS 


All Resign 
Dr. W. C. Cortvittze (Rowrah, Cumberland) writes: As a 


younger member my bias is in favour of the Act, perhaps 
because I stand to lose much less materially than my older well- 
established colleagues, After all, as has been said, we are living 
under a quiet revolution. I admit, Service medicine did make my 
faith falter with regard to regimentation. Mr. Bevan’s attitude has 
also shaken my faith. . . . Have we any constructive suggestions ? 
We should certainly all abide by the majority result on the plebiscite. 
... If there is an overwhelming majority all concerned should 
resign from the N.H.I. in April next and let the public know why 
the doctors are resigning. That would leave private practice only, 
just as in the good old days—payment for work done—and give the 
public three months to help the Minister of Health to come to his 
senses as far as negotiation is concerned. Strong words need strong 
action as well. If the Act is to be amended I make the follow- 
ing additional suggestions. Night work should receive additional 
remuneration. This will act as a material palliative. It will also 
open the way for a rota system, for the doctor on night call will 
get extra payment for his night shift. 

If the capitation system is to succeed, the public should be charged 
—e.g., as a fine—if they have been living in the area for over six 
weeks and yet haven’t got themselves on a doctor’s list. There is 
nothing more exasperating than a panel patient rolling up with his 
card the first time he is ill and yet he has been living in the area for 
months... . 


N.H.S. and Reality 
Drs. C. E. BicGer and Dorotrny L. BiGcGcer (Birmingham) 


write: (1) Those thousands who never go near a doctor now 
because the chemist is cheaper will be able to get their bottle 
of aspirins, etc., from the doctor—free. (2) The mother of 
every baby in the country will come to the doctor for syrup of 
figs or milk of magnesia—free. (3) Those who now attend the 
welfare clinic will get their own doctor’s advice—free. (4) Doctors 
will have to get a permit before they can do midwifery. If they are 
foolish enough to do so, they will find that every pregnant woman 
in the district will elect to have a doctor, even for her eighth—free. 
(5) There will only be the same number of doctors to do three or 
four times the work. What chance will the patient who is genuinely 
ill have of getting a better service when the doctor is swamped by 
the “ Something for Nothing ” brigade ? 


Trying the N.H.S. 

Dr. T. Mutter (Trimdon Station, Co. Durham) writes: On 
reading Dr. William Parker’s letter (Jan. 17, p. 119) I had 
a feeling of indignation. ‘“‘ The Minister states he is not pre- 
pared to alter the Act before the new Service has been tested .. .” 
So Dr. Parker wishes to have it tried out in N. Ireland. Does 
Dr. Parker know that N. Ireland will have a new service of its own 
which I think would be welcomed by the majority of doctors here ? 
. . . After all, the people of N. Ireland have their own government 
capable of forming a Health Bill in accordance with the wish of 


the people. ... 


Penile Carcinoma 

Mr. W. SAMPSON HANDLEY writes: Dr. I. Gottlieb (Jan. 10, p. 79) 
quite rightly sends me to the bottom of the class in Biblical history. 
Zipporah was the wife of Moses, not of Abraham, and I am indebted 
to Dr. Gottlieb for his courteous correction of my error. I think, 
however, that my main conclusion remains unaffected. Circumcision 
is specifically Jewish only as a ceremonial rite. As a hygienic prac- 
tice many races inhabiting hot climates had independently realized 
its advantages. 


Post-operative Scar 

Dr. R. S. Carey (Brislington, Bristol) writes: -Having recently 
undergone a major abdominal operation involving a long vertical 
scar, T would like to suggest to surgeons that such cases should be 
nursed, where possible, with the spine in an overextended position 
for the first few days. In the usual sitting-up position the abdominal 
wall tends to crumple, with the result that the healing scar is from 
one to two inches shorter than it should be. Stretching this after 
the patient is allowed to get up is a painful proceeding and inevitably 
delays full ability to stand erect. Incidentally, the extended position 
gives more room in the thorax and should aid in preventing 
hypostasis in. the lungs. 








Under the National Health Service Act the property of hospitals 
will be transferred to the Minister of Health on the appointed day. 
A circular has therefore been sent from the Ministry of Health to 
voluntary teaching hospitals requesting a return listing all the 
properties and interests specified in the circular, irrespective of their 
destination on the appointed day. 
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Dr. FREDERICK JOHN CARLYLE JOHNSTONE died in King’s 
College Hospital, London, on Dec. 20, 1947, at the age of 
54. He had been flown to England from Kenya only a few 
weeks previously, and to his colleagues and friends there the 
news that he was seriously ill and might not recover had come 
as a shock. Dr. Johnstone was born in 1893 in Melrose, where 
his father was the medical superintendent of one of the largest 
mentzl hospitals in Scotland. He was educated at St. Mary’s 
School, Melrose ; at Edinburgh Academy ; and at the University 
of Ecinburgh, where he graduated M.B., Ch.B. in 1916, pro- 
ceeding M.D. in 1920 and taking the D.P.H. in the same year. 
He obtained the Liverpool D.T.M: in 1924. On the outbreak 
of war in 1914 he received a commission in the Royal Field 
Artillery, with which he served as a combatant officer in France 
and Salonika till 1916, when he was recalled to complete his 
medical studies. On graduating he was appointed to the 
R.A.M.C. and sailed towards the end of that year for East 
Africa, where he served until the end of the war, being men- 
tioned in Van Deventer’s dispatches. He also took part in 
the Turkana Expedition of 1918-19. He went out to Kenya 
as a medical officer early in 1921. He was promoted senior 
health officer in 1926, and deputy director of medical services 
in 1933, serving in the Kenya Medical Department until 1944, 
when he was transferred to the Gold Coast on promotion to 
the post of D.M.S. in that colony. Invalided from the Colonial 
Medical Service about a year later he returned to Kenya, free 
at last to make farming, which had always been his hobby, 
his life’s work. Throughout his service in Kenya, Johnstone 
was an outstanding personality, and though his contributions 
to medical literature were few, his contribution to medical 
thought on the health problems of Kenya was large. He 
inspired and influenced not only his medical friends but his 
colleagues in the administration. On arrival in Kenya he was 
posted to the large native reserve of Central Kavirondo in 
the Nyanza Province, where, as he had no hospital, he was 
almost continuously on safari. He gained the confidence of 
the Luo people to a remarkable degree, and on his own initiative 
was responsible for what was probably the first biological 
survey of a native tribe ever carried out in East Africa. The 
data which he then obtained were of inestimable value and 
provided for the first time a sound basis for the formulation of 
policies for the promotion of the people’s health in the native 
reserves and, indeed, outside them. He was also a pioneer in 
the matter of improved African housing and was responsible 
for the erection of the first model village buildings in Kenya. 
Johnstone was a first-class administrator, an excellent judge 
and manager of men, and the most loyal of colleagues. Apart 
altogether from his efficiency and enthusiasm in the field of 
public health, he will long be remembered for his bluff hearti- 
ness, his hospitality, his cheery friendliness, and his most 
eagerly proffered helpfulness wherever help was required. To 
his family we offer our sympathy in their great loss—A. R. P. 


Dr. HERBERT RAMSDEN, of Saddleworth, Yorks, died on 
Dec. 23, 1947, aged 82 years, after a short illness. He received 
his medical education at Owens College, qualifying L.S.A., 
M.R.C.S., and L.R.C.P. in 1889. He graduated M.B., B.Ch. 
at Manchester in 1890, and took the London M.B. in 1892, 
proceeding M.D. in 1894.. In 1899 he obtained the D.P.H. 
After serving as house-physician at Manchester Royal Infirmary 
he joined his father, Dr. W. H. F. Ramsden, in medical prac- 
tice in Saddleworth. He was medical officer of health for the 
urban district of Saddleworth for thirty-four years, and was 
also certifying factory surgeon and medical officer for the Post 
Office for many years. He was always keenly interested in 
the work of the St. John Ambulance Association, of which he 
was an honorary life member. He was also a member of the 
British Medical Association for forty-three years. In spite of 
the heavy work of a busy and scattered practice his interests 
were not confined to medicine. He had been J.P. for many 
years and was a member of the Manchester Literary and 
Philosophical Society. A keen botanist, he also took the 
greatest interest in the study of molecular physics.—W. P. B. S. 


Dr. HAROLD WILLIAM LaTHAM died suddenly, at the age of 
61, on Dec. 28 at his home in London, N.7. He was the last 
surviving member of a family of seven brothers who were all 
doctors. A student at the London Hospital, he qualified in 
1913 and was in general practice at Hemingford Road in West 
Islington for over thirty-four years. He had been a member 
of the British Medical Association for many years and was 
chairman of the City Division in 1926-7. 


a a 
_ Dr. WiLtiaAM Rippock MCLINDEN died on Jan. 3 at his h, 

in Oldham at the age of 53. He was born in Glasgow 
educated at Glasgow University, where he graduated M.B 
Ch.B. in 1918. Immediately after qualifying he served in the 
R.A.M.C. in Italy and was honoured by the Italian Govern 
ment for his services. After demobilization he practised ¢ ; 
a short time in Scotland and finally settled in Oldham in 1999 
He was first of all the assistant and later the partner of Dr. Low. 
and took over the practice when his principal retired just before. 
the recent war. At the same time Dr. McLinden be + 
examining factory surgeon for Oldham East. During the war 
he was medical officer to one of the first-aid posts, and after. 
wards his failing health made it necessary for him to give y 
part of the practice and devote himself only to those patients 
who were within easy reach of his home in Ripponden Road 
At the time of his death he was president-elect of the Oldham 
Medical Society and he had been secretary of the Local Medica} 
and Panel Committees. He was also an active member of the 
British Medical Association. Dr. McLinden had many hobbies 
and he was particularly fond of gardening and of music. He 
was of a retiring disposition, but during his long period of 
general practice in Oldham he made many friends, all of whom 
mourn his death and extend their sympathies to his widow and 
his daughter.—W. B. 


Dr. JOHN McMILLAN died at his home in Shotts, Lanark. 
shire, on Jan. 4 at the age of 78. He was a student of Glasgow 
University, where he graduated M.B., Ch.B. in 1899. He saw 
service in the Boer War and held two assistantships before. 
settling in Shotts in 1902. Ten years later he was appointed 
visiting physician to Shotts Sanatorium. His wife, who died 
in 1944, was matron of the hospital for eight years before their 
marriage. In the 1914-18 war Dr. McMillan served on the 
recruiting board at Motherwell, and during the recent war acted 
as its chairman. He was chairman of the County of Lanark 
Panel Committee for over ten years and a J.P. for the county, 
He had been an active member of the British Medical Associa- 
tion for many years and was chairman of the Lanarkshire 
Division in 1940-1. He retired in 1942 after fosty years in 
general practice in Shotts. 


J. A. M. H. writes: I wish to pay a tribute to the memory of 
Dr. John McMillan. He was of the old school, and relied 
more. on his five senses than on modern instruments and 
laboratory methods. He had a strong constitution, and thought 
nothing of doing eighty visits a day in addition to his surgeries. 
In the early days he spent many hours, mostly at night, at 
confinements, often assisted only by the woman next door. 
His scanty leisure hours were devoted to gardening and read- 
ing. He was a good raconteur and had many an interesting tale 
to relate, especially of his experiences as a civil surgeon in the 
Boer War. Dr. McMillan was a man of high character, but 
with decided views. In close association with him during the 
past twenty-six years, I do not remember ever hearing him 
say ill'of anyone. In my mind’s eye I can see him yet, stand- 
ing at the high desk in his surgery prescribing to his patients 
not only medicine but also sound advice in his customary calm, 
capable, and cautious manner. 


Dr. ALEXANDER BENHAM STICH died from coronary throm- 
bosis on Jan. 6 at the Kent County Hospital. Dr. Stich, who 
was 59, was educated at Paisley Grammar School and Barbour 
Academy. He graduated B.Sc. at Glasgow University, and for 
a few years acted as chief chemist to a firm of brewers. He 
went back to the University in 1913 and took the M.B., Ch.B. 
in 1918. He acted as a house-surgeon at the Royal Maternity 
Hospital in Glasgow, and later as R.M.O. at Smithson Asylum, 
Greenock. He then went into general practice in Co. Durham, 
in partnership with Dr. N. Davie. He remained there for 
sixteen years, during which time he took an active interest in 
the work of the British Medical Association. He was chair- 
man of the Gateshead Division in 1929; a representative at 
annual representative meetings for ten years; and he also 
served on the Panel Committee for more than fourteen years, 
finally as vice-chairman. He was later in practice at Spray 
Hill, Lamberhurst, Kent, retiring only in 1947 when ill-health 
made it impossible for him to continue. 


Dr. WILLIAM CHARLES WATSON GLENNY died on Jan. 7 at his 
home at Warrenpoint, Co. Down, at the age of 72, following 
a prolonged illness. He was the eldest son of the late Rev. 
Robert Edmund Glenny, Rector of Clonallon, Warrenpoint, 
and was educated at St. Bee’s School, Westmorland, and the 
College of Surgeons, Dublin. He served in the South African 
War and wrote a book about it, and was a captain in the 


R.A.M.C. in the 1914-18 war. About the beginning of the 
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he went into private practice at Omeath, Co. Louth, ‘ 
pom he was a J.P. for the county, and later went to reside Medico- Legal 


in Warrenpoint, on the other side of Carlingford Lough, where 
he received a similar honour. He held high office in the 
Masonic Order, and in the Church of Ireland. Dr. Glenny 
was well-known and loved throughout the countryside for his 
unsparing care of those who sought his help, help often given 
while he himself was suffering acute pain. Unable to get about 
in his later years, he retired in 1939, and was succeeded by his 
nephew, Dr. Rex Glenny. He is survived by his widow and 
four brothers, one of whom is a surgeon in Singapore, and 


three sisters.—R. G. 


Dr. Francis WILLIAM CHANDLER died in a nursing home in 
sidmouth, at the age of 79, on Jan. 7. As a student at University 
College Hospital he was well known as a boxer, and before 

duating in 1908 he travelled abroad for some years. He 
sailed before the mast round Cape Horn, and he spent some 
time as a cowboy in America. He went into general practice 
in Woodseats, near Sheffield, in 1911, and there he remained 
until his retirement in 1945. 


Dr. JoSEPH BARCROFT ANDERSON died in Dublin on Jan. 10. 
He was educated at Trinity College, Dublin, and at Guy’s 
Hospital, graduating in 1892 and proceeding M.D. in 1897. 
He took the Cambridge D.P.H. in 1901, and he was also a 
barrister-at-law. Dr. Anderson went out to South Africa to 
take up a Government appointment in 1901. He was an-advo- 
cate in the Supreme Court of: the Cape Province Division of 
the Union of South Africa, and he represented the South 
African Branches on the Council of the British Medical Associa- 
tion in 1925-8, during which time he also served on the 
Dominions Committee. Towards the end of his life Dr. Ander- 
son became increasingly interested in the study of Hebrew, 
Greek, and Assyrian, all of which languages he used in a 
commentary on the Old Testament which he was preparing. It 
was largely in order to further his knowledge of Assyrian 
cuneiform characters that he returned to this country in 1947 
so that he might work at the British Museum. 


Dr. JoHN LEwis THoMas died recently at his home in 
Brynmawr, Breconshire, at the age of 85. Even when he 
had reached his eightieth year Dr. Thomas was able to depu- 
tize for some of his former medical colleagues in order that 
they might have a holiday. For the last few years he had 
been confined to bed and had suffered much discomfort and 
pain, but bore it patiently and courageously. His father was 
one of the pioneers of local government in Breconshire during 
the last century, and Dr. Thomas was the first pupil to be 
enrolled at Lewis School, Pengam. From there he went to 
the University College of Wales, Aberystwyth, winning at the 
early age of 15 one of the first exhibitions to the College. 
From Aberystwyth he went to St. Bartholomew’s Hospital, where 
he qualified in 1887. The first permanent post Dr. Thomas 
had was with the International Navigation Colliery, Blaengarw. 
In those days the colliery doctor received little assistance in 
dealing with his problems. There was no local hospital in 
which serjous injuries could be treated. The doctor had to 
be a capable surgeon, a skilled obstetrician, and a well-informed 
physician if he was to gain the confidence of his patients and 
keep it. That Dr. Thomas achieved this in full measure was 
proved by the high testimony paid to ‘his services when he left 
Blaengarw to become M.O.H. to the Brynmawr, Nantyglo and 
Blaina Urban District Councils and to continue general prac- 
tice in his home town. In 1912 Dr. Thomas proceeded M.D. 
at the University of Durham. From 1914 to 1931 he was one 
of the physicians of the Welsh National Memorial Association. 
Dr. Thomas was a capable doctor and a great personality. Up 
to the last few months of his life he was a constant reader of 
the most recent medical volumes and was conversant with 
modern movements in surgery and medicine. But he com- 
bined thoroughness with versatility and was a first-rate clinician. 
He was in advance of the majority of his colleagues in appreci- 
ating the importance of social and industrial conditions in pre- 
ventive medicine. Throughout his life he was a voluminous 
reader of current literature, history, and books on religious sub- 
jects. His friends will long treasure memories of many of his 
talks, especially when he was in a reminiscent mood. Like 
his father, he used words sparingly, his phrases were picturesque, 
and a kindly humour pervaded his talk. He published some 
delightful sketches of the quaint personalities who lived in the 
Brynmawr district when he was young. After many years of 
happiness together, his wife, Mary, died a few years ago. . Her 
great charm and unfailing generosity endeared her to many 
friends and to large numbers of her husband’s patiertts.—E. O. L. 








CONTRACEPTIVES AND CONSUMMATION 
[From Our MeEpIco-LEGAL CORRESPONDENT] 


Up to 1857 the usual procedure for obtaining a declaration of 
nullity of a marriage was to bring suit before the Ecclesiastical 
Courts, and a decree could be obtained on proof of incapacity 
of one of the partners to consummate the marriage. The juris- 
diction of these courts was taken over under the Matrimonial 
Causes Act, 1857, by the High Court, and this Act provided 
that the principles applied by the former courts should still be 
observed in such cases. In 1913 it was decided by Sir Samuel 
Evans in the case of Dickinson v. Dickinson that the wilful 
and persistent refusal of a wife to consummate the marriage 
was sufficient ground for a declaration of nullity, but this 
decision was overruled by the Court of Appeal in the case of 
Napier v. Napier on the ground that this would be going be- 
yond the limits allowed in the Ecclesiastical Courts. It was 
felt, however, that the position was unsatisfactory, and the 
Royal Commission on Divorce, presided over by Lord Gorell. 
recommended in 1912 that such wilful refusal ought to be 
allowed as a ground for annulment of the marriage. It was 
not until 1937 that this recommendation was given legal effect 
in the Matrimonial Causes Act of that year—the “ Herbert 
Act.” 

The question of the use of contraceptives was raised in several 
unreported cases in the Divorce Court during the next few 
years. In one such case (mentioned by Mr. William Latey in 
the course of an address to the Medico-Legal Society’) heard in 
1941 a husband petitioned for nullity on the ground that his 
wife insisted on his using a sheath, which he did against his 
own inclinations. Mr. Justice Langton was disposed to grant 
a decree of nullity on these grounds, but felt bound to accept 
the wife’s evidence that there had in fact been complete inter- 
course without any contraceptive. Four years later the same 
plea was raised in the case of Cowen v. Cowen, when the Court 
of Appeal decided that insistence by one partner on the use of 
contraceptives against the wish of the other partner defeated 
one of the fundamental purposes of marriage—namely, the 
procreation of children—and hence afforded proper grounds for 
a declaration of nullity for non-consummation of marriage. 

This decision has now been declared wrong in law by the 
House of Lords in the case of Baxter v. Baxter. In this case 
the husband petitioned for a decree of nullity on the ground 
that his wife insisted, against his will, on the use of a contra- 
ceptive ; he declared that during the ten years of their married 
life he had persistently pleaded in Vain for the abandonment 
of this device. His petition failed in the court of first instance, 
which was not satisfied that he had not in fact acquiesced, 
albeit unwillingly, in this practice. In the Court of Appeal 
a similar result followed. Both these courts were, of course, 
bound by the decision in Cowen v. Cowen to give the desired 
relief to the husband if he had been able to establish his plea 
of non-acquiescence, but they came to the conclusion that a 
reluctant acquiescence was nevertheless an acquiescence, and 
so disentitled him to a decree. 

The House of Lords, with that refreshing habit it has so 
often displayed of going straight to the root of the matter, 
examined the nature of the marriage contract, and decided that 
the procreation of children was not in fact an essential part 
of that contract—indeed, in many marriages there can be no 
possibility of offspring. The Lord Chancellor quoted with 
approval the words used by Lord Stair in his. /nstitutions, 
published in 1681: 

“So then it is not the consent to marry; as it relateth to 
the procreation of children, that is requisite ; for it may consist, 
though the woman be far beyond that date ; but it is the con- 
sent, whereby ariseth the conjugal society which may have the 
conjunction of bodies as well as of minds ; as the general end 
of the constitution of marriage is the solace and satisfaction 
of man.” 

The Lord Chancellor recalled that long before the passing 
of the Herbert Act in 1937 the practice of contraception had 
become widespread and that young married people often had 
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recourse to birth control clinics for advice on the founding of 
a family. When, therefore, the legislature passed that Act, 
including its references to consummation, it must be presumed 
that Parliament had it in mind that contraceptives were in 
common use by married persons. It would therefore not be 
proper to hold that a marriage had not been consummated 
merely on the ground that such intercourse as had taken piace 
had involved the use of such appliances. 

This decision appears to have caused some perturbation, as 
judged by a number of letters to the Press in which the fear 
is expressed that it detracts from the sanctity of the marriage 
contract in this Christian country. The procreation of children 
is certainly given prominence in the Prayer Book as one of the 
chief aims of marriage, but—as has been pointed out by more 
than one correspondent—the Prayer Book is concerned with 
theology rather than law. Perhaps a more cogent criticism 
is that if the parties enter matrimony with the avowed desire 
to have children, and one partner then refuses to do so, there 
is a breach of contract, which ought by rights to imply a release 
of the other partner from any obligations involved in the 
marriage. However, this would no doubt have the effect of 
reducing marriage simply to an affair in which the partners 
are alone concerned, whereas of course it must always be more 
than this—the State is vitally concerned, too, in a contract 
which normally has such far-reaching social consequences. 





1 Med.-Leg. Criminol. Rev., 1946, 14, 52. 
2 Times Law Report, Dec. 17, 1947. 
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THE APPOINTED DAY 


The Minister of National Insurance, Mr. James Griffiths, has 
made two orders under the National Insurance Act, 1946, and 
the National Insurance (Industrial Injuries) Act, 1946, which 
fix the “ appointed day” on which both Acts come into opera- 
tion. In each case the orders were made on Jan. 13, laid 
before Parliament on Jan. 20, and came into operation on 
Jan. 23. The appointed day for all purposes of both Acts 
will be “the fifth day of July, 1948.” The new National 
Insurance Scheme will thus come fully into operation on July 5, 
and the present National Health, Unemployment Insurance, 
Contributory Pensions, and Workmen’s Compensation Acts 
will at the same time be repealed. An Order-in-Counci! made 
on Jan. 26 also prescribes July 5 as the “appointed day” for 
the National Health Service Act, 1946. 


The 4,000 Limit 


On Jan. 20 Sir ERNEST GRAHAM-LITTLE asked whether 
Mr. Bevan knew that the average number of panel patients 
on an individual doctor’s list under the conditions of the 
National Insurance Act was 1,000 and the regulation limit 
2,500 ; that his proposal circulated to all medical practitioners 
that the number of patients allowed to any one doctor under 
the Act could be expanded to 4,000, while the practitioner was 
also allowed to take private practice, would make it impossible 
to give any proper attention to patients; and what consulta- 
tions he had before making this proposal. 

Mr. BEvAN said the figures quoted did not include dependants 
of insured people or private practice. Sir Ernest would be 
reassured to know that the figure of 4,000 was accepted by the 
Negotiating Committee of the profession. 


U.S. and Canadian Qualifications 

Asked on Jan. 21 to what extent or under what circumstances 
colonial medical practitioners trained in the U.S.A. and Canada 
could not practise in British colonies, Mr. REES-WILLIAMS replied 
that most Colonies followed the practice of the General Medical 
Council of the United Kingdom with regard to the registration 
of qualifications obtained in the U.S.A. and Canada. Certain 
Canadian qualifications were registrable by the General Medical 
Council, but there was no reciprocity between the U.S.A. and 
the United Kingdom, and no U.S.A. qualifications were regis- 
trable. There was provision in the legislation of some Colonies 
for the registration of qualifications other than those registrable 
by the General Medical Council of the United Kingdom. The 
Secretary of State for the Colonies knew no reason why Colo- 
nial Governments generally should not continue to follow the 





practice of the General Medical Council, but he was considering, 
in consultation with the Governments concerned, the pogg. 
bility of special temporary arrangements being made to : 
the registration of doctors who, because of the war, studi in 
North America instead of in the United Kingdom, provideg 
that their qualifications were satisfactory. Mr. Rees-Williams 
added that it was as important for the public in the Colonies 
to be protected as for the public in the United Kingdom, 


Obstetric Analgesia—On Jan. 22 Mr. SORENSEN asked for the 
approximate cost of simple analgesic apparatus as compared with 
other apparatus for a similar purpose and to what extent SPecialists 
in his department had considered the respective merits of differen 
methods of whole or partial anaesthesia in confinement. Mr. Bevan 
said he was not clear what comparison Mr. Sorensen had in thing 
Portable apparatus approved for use by midwives cost £20 to £25 
Midwives used apparatus and methods approved by the Centra 
Midwives Board on the advice of the Royal College of Obstetricians 
and Gynaecologists. Production and distribution of apparatus were 
satisfactory, and 220 institutions had been approved for training. 


Blood Donors.—Colonel StopparD-Scott, on Jan. 22, asserted 
that many hospitals found it increasingly difficult to obtain blood 
donors for blood transfusion services. Mr. BevAN said that apart 
from isolated cases he was not aware that hospitals experienced 
difficulty in meeting their needs. In the first three quarters of 1947 
the estimated effective strength of donor panels rose by nearly 40%, 
from 267,000 to 369,000, and the response of donors to calls rose 
from 36% to 41%. 


Patients Going Abroad.—Sir WALDRON SMITHERS reported on 
Jan. 22 that British tuberculous patients in sanatoria abroad were 
required to submit two doctors’ certificates, a full-size x-ray plate, 
and the sum of four guineas every three months in order to apply 
for funds to continue their treatment. Mr. Bevan said he was not 
aware of these difficulties, but would look into the position. 
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UNIVERSITY OF CAMBRIDGE 


Wing Commander R. H. Winfield, D.F.C., A.F.C., M.B., B.Ch., 
R.A.F., will deliver a course of three lectures on “ Some Effects of 
Polar Conditions on Man” in the Scott Polar Research Institute of 
the University on Fridays, Jan. 30 and Feb. 13 and 27, at 5 p.m. 
The lectures are intended primarily for medical students but are 
open to all who are interested. Admission is by ticket, which may 
be obtained, without fee, from the institute. 


UNIVERSITY OF ST. ANDREWS 


The following candidates have been approved at the examination 
indicated : 

M.B., Cu.B.—M. S. Boyd, Herta Braunova, I. A. Campbell, M E. 
Dougall, W. B. M. Howie, I. R. Lindsay, E. M. Little, R. A. Maxwell, Rose G. 
Soutter, Moyra R. Treasure, J. E. H. is. : 


UNIVERSITY OF GLASGOW 


At a ceremony of graduation held on Jan. 10 the following medical 
degrees were conferred: 

M.D.—!T. N. Fraser, 1W. A. Parker, 2A. H. Imrie, 3N. R. Cowan, 3T. N. 
Cowie, 3W. P. D. Logan, 3Bileen S. M. Wybar, J. Berkeley, R. J. Gourlay, 

. N. Ross. : 

M.B., Cu. B.—Joen M. S. Armstrong, J. B. Brennan, A. G. Chryssides, A. D. 
Craig, M. B. L. Craigmyle, J. M. Cuthill, D. E. Donald, J. A. Fergusson, A. A. 
Garven, I. MacD. Hall, J. Harper, J. S. H. nm, J. W. Junor, R. Kelly, 
Margaret M. Kerr, D. G. Landells, A. McCawley, K. McCreath, A. McDonald, 
R. L. McGhie, R. W. L. McLeish, M. C. Macnaughton, R. Mathieson, F. W. 
Meichen, Elizabeth McG. Miller, Mary S. Mowat, Christine L. H. Noble, 
J. P. Ommer, D. H. Paterson, I. T. Patrick, J. J. Pollock, D. C. T. Rankin, 
J. A. W. Reid, J. F. Robertson, J. W. Scott, M. Shearer, Joan M. S. Silver, 
D. A. Smith, Jean M. Struthers, D. R. H. Urquhart, J. G. Walker, H. W. E. 
White, Joan A. S. Wilson. 


1 With honours. 2 With high commendation. % With commendation. 


. UNIVERSITY OF LONDON 
Bruce Arnold Dunbar Stocker, M.D., has been appointed Demon- 
strator in the Department of Bacteriology of the London School of 
Hygiene and Tropical Medicine. 

The following candidates have been approved at the examination’ 
indicated : 

M.S.—Branch Ill (Ophthalmology): P: B. Banaji, J. H. Dobree. 

Pu.D. (Faculty of Medicine).—R. H. Thorp. 
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UNIVERSITY OF WALES 


Jiowing candidates at the Welsh National School of Medicine 


te) : Naa aig aa 
Be euaet the examiners at the examination indicated : 
p.P.H.—E. B. Meyrick, E. C. Powell, I. M. Watkin. 


QUEEN’S UNIVERSITY, BELFAST 


Carruth Stevenson, M.D., M.R.C.P., D.P.H., Reader in 


rw Health in the University of London at the London School of 


para and Tropical Medicine, has been appointed to the newly 
created Chair of Social and Preventive Medicine in Queen’s 
University. 


John Edgar Morison, M.D., lecturer in morbid anatomy, has been 
appointed Lecturer in Pathology. 

At a Graduation Ceremony held on Dec. 19, 1947, the following 
medical degrees were conferred : 

M.D.—1G. T. C. Hamilton, 2R. F. L. Logan, 2Agnes J. A. Maybin, A. S. Boyd, 
w. G. F. Gibson, D. G. F. Harriman, J. Lightbody, Joan B. T. Logan, T. C. T. 
McFetridge, Kathleen G. McKee, I. B. Millar, T. S. Wilson. 

M.B., B.Cu., B.A.O.—Iris Y. B. Hamilton, SHelen A. Lynas, 3J. McKelvey, 
G. H. L. Anderson, F. S. Black, Wilmert F. I. Brown, Gladys M. Caskey, A. S. 
Clenaghan, S. J. Cupples, K. E. Donnan, Harriet E. Faris, J. K. Fulton, N. E. 
Gordon, W. J. Gourley, T. M. Hanna, T. P. Herriott, G. Hinds, T. O’H. Johnston, 
J.C. Keenan, D. B. Kerr, E. W. Knox, J. Kyle, J. N. Lewis, L. McArdle, J. G. 
McAuley, S. S. McCann, R. R. McCrea, E. P. McGrath, J. A. McNeilly, M. J. G. 
MacSorley, S. Mercer, R. J. Millar, T. J. M. Monteith, A. Mulholland, J. F. 
Mullan, Mary C. T. Mullan, T. J. M. Myles, E. J. E. Parker, B. J. Reubin, 
Frances L. J. Robinson, H. G. I. Shanks, H. W. H. Shepperd, H. H. Sloan, 
R. Stinson, E. J. Thompson, I. D. Thompson, Irene M. Thompson, J. J. Tomb, 
G. H. Williamson. 

1With high commendation. 
honours. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


The Oliver-Sharpey Lectures will be delivered by Dr. J. F. Wilkinson, 
F.R.C.P., before the Royal College of Physicians of London (Pall 
Mall East, S.W.) on Tuesday and Thursday, March 9 and 11, at 
5 p.m. His subject is “‘ Concerning Megalocytic Anaemias.” 


2 With commendation. 2 With second-class 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 


At a meeting of the Council held at the College House on Jan. 24, 
with the President, Mr. William Gilliatt, in the chair, W. A. Dafoe 
was admiited to the Fellowship, and S. J. Aptekar, S. Bender, 
Elisabeth McCallum, and Dorothy M. Satur were admitted to the 
Membership of the College. ; 

The following candidates were elected to the Membership of the 
College: S. G. Aitken, S. C. Anderson, I. C. Barne, W. Barr, 
F. Benjamin, Margaret E. M. Boulton, J. M. Bowen, J. C. McC. 
Browne, E. C. Bryant, J. T. Burrowes, R. W. Burslem, Agnes U. 
Campbell, A. W. Chester, J. Crawford, L. A. Cruttenden, P. C. 
Denham, J. Dunlop, S. Evans, J. F. Foulkes, D. C. Galloway, S. F. 
Hans, Betty Hargreaves, J. R. Hassard, Rosa Hertz, J. B. Hurll, 
P. S. Jaikaran, Mary S. Jolly, E. W. Jones, M. M. Kriseman, 
Sylvia Lerer, Una G. Lister, Florence P. Logan, J. T. Louw, S. D. 
Loxton, Silvia C. Lucas, D. S. Matthews, A. M. Michalowsky, N. V. 
Mody, Cecilia M. Murray, G. S. Musgrove, M. J. D. Noble, K. 
Pasricha, R. G. Patel, A. E. Perera, P. T. Por, R. W. K. Purser, 
T. F. Redman, O. A. Schmidt, F. Shaw, B. H. Sheares, D. M. 
Sheppard, B. S. Surti, D. A. Thomson, J. G. Thurston, S. N. 


Upadhyay. 
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N.H.S. Act Regulations 

On Jan. 20 the Minister of Health laid before Parliament regula- 
tions under the N.H.S. Act governing the functions of the Regional 
Hospital Boards, Hospital Management Committees, and Boards 
of Governors of teaching hospitals. Thus the regulations confer on 
Regional Hospital Boards powers to enable them to guide and control 
the planning, conduct, and development of the services in their 
area; on Hospital Management Committees powers for the adminis- 
tration of the hospitals and services under their control; and on 
Boards of Governors powers for the administration of the teaching 
hospitals and the services provided in connexion with them. Other 
subjects on which the Minister has issued regulations include super- 
annuation and the amendment of the Acts concerned with mental 
deficiency and mental treatment. 


To Lecture in Stockholm 

Dr. G. L. Brown, Director of the Physiological Department at 
the National Institute of Medical Research, will leave on Feb. 6 for a 
fortnight’s visit to Sweden and Denmark under the auspices of the 
British Council. He will lecture on neuro-muscular transmission. 


British Council Official’s New Post 

Dr. N. Howard Jones has resigned from the directorship of the 
Medical Department of the British Council and the editorship of 
the British Medical Bulletin on appointment as Chief Medical Editor 
to the World Health Organization (Interim Commission). The 
Medical Department responsibilities undertaken by Dr. Howard Jones 
will be temporarily assumed by the following: Directorship of the 
Medical Department: Dr. Margaret Suttill"; Editorship of the British 
Medical Bulletin: Dr. A. Dewar Duff. During the past two years_ 
Dr. Howard Jones has combined with his other duties that of the 
administration of the Science Group of Departments. This respon- 
sibility will temporarily devolve upon Mr. H. R. Mills, M.Sc. 


Psychiatrist Visits Scandinavia 

Dr. J. R. Rees, Physician to the Tavistock Clinic and Consulting 
Psychiatrist to the Army, is paying a short visit to Denmark and 
Sweden. He will speak at meetings of the Danish Psychiatric Society 
and Mental Hygiene Society, both in Copenhagen. His visit is in 
connexion with the forthcoming International Congress on Mental 
Health, whose organization is entertaining him. He is travelling 
under the auspices of the British Council. 


Leverhulme Research Fellowships 

Applications are invited for Fellowships and Grants in .aid of 
research, which are intended for senior workers who are prevented 
by routine duties or pressure of work from carrying out research. 
They are limited to British-born subjects normally resident in the 
United Kingdom, but in exceptional circumstances the Trustees may 
waive the condition as to residence. The Trustees are also prepared 
to consider applications from groups of workers engaged upon 
co-operative programmes of research, particularly from those engaged 
upon long-distance programmes or in institutions in which the 
normal facilities for research have been curtailed by the war. The 
duration of the awards will not normally extend over more than 
two years or less than three months, and the amount will depend 
on the nature of the research and the circumstances of the applicant. - 
Forms of application may be obtained from the secretary, Dr. L. 
Haden Guest, M.C., M.P., Leverhulme Research Fellowships, 7, 
Bedford Row, London, W.C.1. Applications must be received by 
March 1; awards will be announced in July and will date from 
Sept. 1, 1948, 


Royal Medical Foundation of Epsom College 

The Conjoint Committee of Epsom College will award in May 
an annuity of £34 to a spinster daughter of a duly registered medical 
practitioner. Candidates must not be less than 65 years of age and 
their annual income must not exceed £120, irrespective of help 
received from the Royal Medical Benevolent Fund. Forms of appli- 
cation may be had from the secretary’s office, Epsom College, Surrey, 
and must be returned by April 17. 


Bovine Tuberculosis 

Under Section 20 of the Agricultural Act, 1937, the Ministry of 
Agriculture and Fisheries was empowered to pay cattle owners to help 
them eradicate bovine tuberculosis. His powers under the Act expire 
on Sept. 30 of this year, and therefore a Bill known as the Animals 
Bill has been introduced to .extend the conditions of the Act for 
another ten years. The annual expenditure incurred is roughly 
estimated at £2,500,000. 


Visit of Czechoslovak Doctors 
Eighty Czechoslovak doctors will visit British hospitals this year 


‘to study the latest medical and surgical methods. The scheme, which 


has been devised through. informal conversations between the 
Ministers of Health of Britain and Czechoslovakia, provides for 
the doctors’ coming in succession, each spending two or three months 
here. 


Viking Fund Award 

R. E. G. Armattoe, L.R.C.P.&S.Ed., director of the Lomeshie 
Research Centre for Anthropology and Race Biology, in London- 
derry, who has just returned from a scientific tour of Swedish centres, 
has been granted a Viking Fund award of some $3,000 to enable 
him to undertake a field trip to West Africa this year. 


Freedom of Kendal 
Theodore Howard Somervell, M.B., F.R.C.S., is to receive the 
Freedom of Kendal. 


Micro-organism Collection 

The Report of the British Commonwealth Sciéntific Official Con- 
ference recommends the establishment of an organization to be 
known as the British Commonwealth Collections of Micro-organisms. 
This organization should foster the maintenance of existing collections 
of cultures, make them more readily available, and establish new 
collections if necessary. A permanent committee should be set up 
in London to administer the organization. 
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Handbook of Birmingham 

The City of Birmingham Handbook, which has just been issued 
by the City’s Information Department, price 2s. 6d. (3s. post free), 
contains much within its 200-odd pages to interest those concerned 
with the health of the people, with chapters on public health, 
mental deficiency and mental hospitals, the school medical service, 
and the Birmingham Hospitals Centre. The handbook contains over 
100 illustrations. 


10% Illiterate 

Ten out of every 100 recruits can neither read nor write, com- 
mented Field-Marshal Viscount Montgomery at Canterbury recently. 
He added that another 10% suffer from some physical disability. 


Wills 

Dr. Frederick Keiller Smith, late senior surgeon of Aberdeen 
Royal Infirmary, left £49,389. Dr. William Glasse Watson, of 
Cambridge, left £3,780; Dr. Douglas David Ritchie, of Northwood, 
Middlesex, £49,653; Dr. Vera Thompson, of West Hartlepool, 
£24,436; and Dr. Charles Philip Brentnall, of Manchester, £27,219. 


COMING EVENTS 


Paddington Medical Society 

The Paddington Medical Society is holding two meetings in con- 
nexion with the plebiscite for the National Health Service Act. The 
first will be on Feb. 3 at 8.45 pm., and will be attended by 
Dr. Welply, of the Medical Practitioners’ Union. The second will 
be on Feb. 10 at 8.45 p.m., and will be attended by Dr. Macrae, of 
the British Medical Association. Both meetings are to be held at 
St. Mary’s Hospital Board Room, Paddington. 


Chadwick Public Lectures 

The Chadwick Trust (204, Abbey House, Westminster, London, 
S.W.1) announces the following public lectures: Tuesday, Feb. 17, 
2.30 p.m., at Royal Society of Tropical Medicine and Hygiene, 26, 
Portland Place, London, W., Prof. René Sand (Brussels), “* How 
Medicine became Social”; Tuesday, March 16, 2.30 p.m., at Sir 
Edward Meyerstein Lecture Theatre, Westminster Hospital Medical 
School, 17, Horseferry Road, Westminster, London, S.W.1, J. R. 
Nicholls, D.Sc., “* Adulteration of Food and Its Detection ” ; Thurs- 
day, April 15, 2.30 p.m., at Architectural Theatre, University College, 
Gower Street, London, W.C., Bossom Gift Lecture by Mr. Thomas 
Ritchie, “‘ Sanitation of Buildings”; Thursday, May 13, 4 p.m., 
at University College, University Park, Nottingham, Sir Arthur 
MacNalty, ‘‘ Advances in Preventive Medicine during the War of 
1939-45.” Admission to the lectures is free, without ticket. 


International College of Surgeons 

The 6th International Assembly of the International College of 
Surgeons will be held in Rome on May 16-23 under the Presidency 
of Profs. Bastianelli, Paolucci, and Dogliotti. Attendance is not 
limited to membership of the college. A special exhibition of 
ancient texts on surgery has been arranged. Information may be 
obtained from Dr. Max Thorek, 850, Irving Park Road, Chicago, 13. 


Physical Education at Prague 

The Seventh International Medical Congress of Physical Education 
will be held at Prague on July 1-5. The principal subjects to be 
discussed will be the physiology and pathology of physical education, 
and injuries caused by physical training. A course will take place 
during the festival of the Sokol Gymnastic Organization in Czecho- 
slovakia. Inquiries should be addressed before Feb. 29 to Prof. 
MUDr-. Jiri Kral, Praha II, Vladislavova 15, Czechoslovakia. 


Conference on Psychosurgery 

An international Conference on Psychosurgery will be held at 
Lisbon on Aug. 5, 6, and 7. Inquiries from those who wish to read 
papers or who might be present should be sent to Dr. E. Cunningham 
Dax, Netherne Hospital, Coulsdon, Surrey, immediately. 





SOCIETIES AND LECTURES 


Monday 


Roya. Society-or Arts, John Adam Street, Adelphi, London, W.C. 
—Feb. 2, 4.30 p.m. “The Metabolism of Fats.” Cantor Lecture 
by Prof. A. C. Frazer, M.D. 


WESTMINSTER HospitaAL SCHOOL OF MEDICINE: MEYERSTEIN LECTURE 
THeatre, Horseferry Road, S.W—Feb. 2, 5 p.m. Clinico- 
pathological demonstration. ‘“‘ Subacute cor-pulmonale.” “ Para- 
therapeutic avitaminosis.”’ ‘‘ Dissemination of anaplastic scirrhous 
carcinoma of stomach throughout intestinal tract.” Discussion. 


is 
Tuesday 


eo 4 Pmsuen, 5, - : Suet, Leicester ee 
ondon, .C.—Feb. 3, p.m. athological d ne 
Dr. I. Muende. . ©monstrations. 


UNIVERSITY COLLEGE LONDON: DEPARTMENT OF PHARMA 
Gower Street, W.C.—Feb. 3, 5.15 p.m. “ Symptomatic Det 
Parasympathomimetics and Spasmolytics.” Mr. F. Bergel, nal 


Wednesday 


Society OF PusBLic ANALysts.—At Chemical Society’s Rooms Bur. 
lington House, Piccadilly, London, W., Feb. 4, 7 p.m. “Th, 
Micro-analytical Test for Purity in Food, with special reference 
to Cereals.” By Messrs. D. W. Kent-Jones, A. J. Amos, P. § 
Elias, R. C. A. Bradshaw, and G. B. Thackray. "re 


Thursday 


FacuLty oF Homoeopatuy.—At London Homoeopathic Hospital 
Great Ormond Street, W.C., Feb. 5, 5 p.m. “Some Uses oj 
Endocrine Therapy in Gynaecology.” Miss Edith M. Hall, MD 
F.R.C.S., F.R.C.0.G. zi 7 


INSTITUTE OF DerRMATOLOGY, 5, Lisle Sireet, 
London, W.C.—Feb. 5, 5 p.m. 
Dr. L. Forman. 


St. GeorGce’s Hospitat Mepicat ScHoot, Hyde Park Corner 
S.W.—Feb. 5, 4.30 p.m. Neurological lecture-demonstration, 
Dr. A. Feiling. : 


Leicester Squar 
“ “Saga ¢, 
The Seborrhoeic Dermatoses,” 


Friday 


UNIVERSITY COLLEGE LONDON: DEPARTMENT OF PHYSIOLOGY, Gower 
Street, W.C.—Feb. 6, 5 p.m. “The Living Fabric : Growth, 
Movement and Sensation.” Dr. E. A. Underwood. 


Victoria Park, E.—Feb. 6, 5 pm 
Dr. K. F. W 


LONDON CHEsT HospIitAt, 
“‘ Laboratory Diagnosis of Bronchial Biopsies.” 
Hinson. 


RoyaL Mepicat Society, 7, Melbourne Place, Edinburgh.—Feb. 6, 
8 p.m. “ The Enigma of Death.” Dissertation by Mr. A. Taylor. 


Wuipps Cross Hospitat Mepicat Society.—At Whipps Cross 
Hospital, Feb. 6, 8.30 p.m. ‘* Milestones in Medicine.’ Dr. Donald 
MacIntyre. ; 











BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 

Boal.—On Jan. 13, 1948, at 7, Winn Road, Southampton, to Elspeth, wife of 
Dr. R. Basil Boal, a son. 

Daynes.—On Jan. 11, 1948, at Westminster Hospital, London, S.W., to Janifred 
(née Justham), wife of Dr. Guy Daynes, a son—Simon Timothy. 

Martin-Jones.—On Dec. 10, 1947, at Salisbury, to Margaret, wife of Dr. J. D 
Martin-Jones, a daughter—Gilian Elizabeth. 

Proctor.—On Jan, 14, 1948, at St. Johnstoun’s Nursing Home, to Jean (née 
Seaton), wife of H. Proctor, M.B., B.S., Craigour, Blair Atholl, Perthshire, 

_ @ son. 

Stevens.—On Jan. 20, 1948, at Middlesex Hospital, London, W., to Suzanne, 
wife of Dr. A. V. Stevens, O.B.E., M.C., M.R.C.S., a daughter. é 

Warren.—On Jan. 19, 1948. to Josephine Barnes, F.R.C.S., wife of Dr. H. B. §. 
Warren, of 46, Chester Square, London, S.W., a daughter. 


MARRIAGE 


Chase—Murray.—On Jan. 20, 1948, at St. John’s Church, Edinburgh, Wilfrid 
H. Chase, M.A., B.Ch., youngest son of the Rev. and Mrs. F. A. Chase, of 
Cambridge, to Isobel J. Murray, M.B., Ch.B., elder daughter of Dr. and Mrs. 
W. P. Murray, of Edinburgh. 


DEATHS 


Berry.—Recently in Eire, Winslow Seymour Sterling Berry, O.B.E., M.B., B.Ch. 

Forsyth.—On Jan. 16, 1948, Noel Constable Forsyth, M.D.Ed., of Malton, 
Yorks, aged 69. 

Ghosh.—On Jan. 11, 1948, at Calcutta, Bimal Ghosh, M.B., aged 73. 

Gordon.—On Dec. 31, 1947, at Monkseaton. Northumberland, John Miller 
Gordon, M.B., Ch.B., Surgeon Captain, R.N., retired. 

Graham-Bissell.—On Jan. 23, 1948, at Inverness, Frederick Edward Graham- 
Bissell, L.R.C.P.&S.Ed., Lieutenant-Colonel, R.A.M.C., retired, of The 
Cottage, Ardersier. 

Hendry.—On Jan. 17, 1948, at ‘* Leysdown,”’ Avenue Road, New Milton, 
Hants, Alexander Hendry, M.B., Ch.B., Lieutenant-Colonel, R.A.M.C. 

Lloyd.—On Jan. 22, 1948, at 40, Harborne Road, Edgbaston, Birmingham. 
Bertram Arthur Lloyd, F.R.C.S.. Emeritus Professor of Forensic Medicine. 
University of Birmingham, aged 63. 

McMahon.—On Jan. 17, 1948, at Fairey Glen, Ridgeway, Newport, Monmouth- 
shire, Thomas Browne McMahon, M.D. 

Petrie.—On Jan. 16, 1948, John Petrie, M.B., Ch.B., of Crosslee, Strathaven, 
Lanarkshire, aged 47. 

Ritchie-McKinlay.—Harold Victor Ritchic-McKinlay, L.R.C.P.&S.Ed. 

Stainer.—On Jan. 23, 1948, at Sly Corner, Lee Common, Gt. Missenden, Bucks 
Edward Stainer, M.D., F.R.C.P., aged 78. 

Waters.—On Jan. 16, 1948, John Patrick Francis Waters, M.B., B.Ch., aged 65 

Wright.—On Jan. 22, 1948. at Summers, Bembridge, Isle of Wight, Dudle! 

d’Auvergne Wright, F.R.C.S., agcd 80. 
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[INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Jan. 10. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
nding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 
Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
i: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
incipal towns in Eire. (e) The 10 principal towns in Northern Ireland. 


The 13 pri ; A 
h — denotes no cases; a blank space denotes disease not notifiable or 


A ¢ 
no return available. 
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1948 1947 (Corresponding Week) 
Disease 
(a) |}( | Oj} @M/O] @ |6)|©O}]@)] © 
Cerebrospinal fever .. oo} 3) 18) 2 1 56) 7) 347 2 #1 
Deaths os os 2 1 4, — 
Pr 
: — ~ os 216} 23) 68) 19) Sj 232) 15) 60] 18] 11 
— af ne 3 1] — 1} — , ay ey Pe ee 
Dysentery a re 114) 17) 17 1} — 87] 11) 144—] — 
Deaths ‘a is cm | and iad, ere 
Encephalitis lethargica, 
acute a os 2; — 1} —| — 3 , ne md seen 
Deaths ee 1 an 
Erysipelas ne i 49} 12) 3 %S 7-3 
Deaths oe oo _ os 
fective enteritis or 
- diarthoea under 2 
years ee os 23 28 
Deaths - os 48) 5}; S| 6 -1 79) «8 16) 13) — 
Measles* 3,746) 226|1344) 231) 11] 10,223) 291) 445) 34] 755 
Deathst 2 24— 10) 2 «3] — 4 
Ophthalmia neonatoru. 56} 3) 13) —| — 74, 5) 144 — 1 
Deaths an os 
Paratyphoid fever a 8} — j1(B)) — | — 4) — |1(A)|1(@B)] — 
Deaths “s mr 1)— | — | — | — _ ae PO oy Fe 
Pneumonia, influenzal . . 975} 70; 5} 5} 13] 1,264) 100} 39) 2) 8 
Deaths (from influ- 
enza)t ad - 23} 5 1 1 1 74, 14) #11 1) — 
Pneumonia, primary .. 329| 37 455) 41 
Deaths - ae 501} 60 11 9 92 20 
Polio-encephalitis, acute 6| — 2 1 
Deaths we a sii 
Poliomyelitis, acute .. S.C 6) — 1 14 3 1 a 
Deaths§ os 4 44 — — 
Puerperal fever . . ee 3} 10 1 3} 14 _ 
Deaths wie aa 
Puerperal pyrexia|| 108} 7) 16; —| — 142} 12) 20) —| — 
Deaths aa 1 1 
Relapsing fever Pe _—-_\i- —}|—{i— — 
s a 
Scarlet fever .. | 1,525} 104) 307; 21) 45] 1,058) 81) 266) 19] 33 
Deathst as ha —|—|]— ae poe cio 
Smallpox or ‘a as fase fae fa iaf — | —| — }] —] — 
Deaths <a —|— ein 5 om 
Typhoid fever .. - 3; — 1 3}; — 4—/|] — 2; — 
Deaths “< ie —- |j—-|— f— fj — | — | — | — | — 
usfever .. re — |—f_— i —  — | — | — | — | — | — 
ths én —|— a 
Whooping-cough*® 2,057; 163} 64) 61 3] 1,928] 132} 465] 128] 65 
Deaths a gq o——! i — 9} — a 2 | 
Deaths (0-1 year) <a 435; 47) 55; 33; 14) 533) 62; 91) 55, 20 
Infant mortality rate 
(per 1,000 live births) 
Deaths (excluding still- 
births) “ .. | 5,257] 845) 701) 211] 146] 6,750)1177| 860, 290) 155 
Annual death rate (per 
1,000 persons living) 14-6) 13-2 18-9 
Live births ia .. | 8,357/1268)1125) 377) 282] 9,838)1552)1223) 467) 298 
Annual rate per 1,000 
persons living és 22:7] 23-6 24-6 
Stillbirths es — 225} 34) 28 272| 47| 47 
Rate per 1,000 total 
births (including 
stillborn) .. aa 24 37 



































* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 
Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. ca : 
tIncludes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 
The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 
\| Includes puerperal fever for England and Wales and Eire. 


EPIDEMIOLOGICAL NOTES 


Poliomyelitis 


Notifications of poliomyelitis for the week ended Jan. 17 
were 47 (52) and of polio-encephalitis 2 (6). Figures for the 
previous week are shown in parentheses. The fall in notifica- 
tions now seems to be going on very slowly, and the figures 
are high for this time of the year. 


Discussion of Table 


In England and Wales large decreases in the number of notifi- 
cations of measles 744, scarlet fever 261, acute pneumonia 123, 
and paratyphoid fever 31 were recorded. The only diseases 
showing an increased incidence were whooping-cough 166 and 
dysentery 28. 

Although the total notifications of measles declined the inci- 
dence in a number of caunties continued to rise or remained at 
the level of the preceding week. The largest rises in the notifica- 
tions of measles were Northumberland 48, Kent 30, and Middle- 
sex 35; the largest falls were Durham 117, Lancashire 87, 
Monmouthshire 85, Sussex 65, Northamptonshire 48, - and 
Derbyshire 58. . 

A small decline in the notifications of scarlet fever occurred 
in most areas, but only in one county was a large fall recorded, 
that of Lancashire 50. The incidence of acute pneumonia 
declined in all regions except the West Midlands and Yorkshire. 

The local trends of whooping-cough fluctuated. The largest 
increases in incidence were Yorkshire West Riding 99, Essex 33, 
and London 28; the largest decreases were Lincolnshire 27, 
Kent 25, and Glamorganshire 25. The only change of any size 
in the local returns of diphtheria was an increase of 11 in 
Staffordshire. ‘ 

Of the 8 cases of paratyphoid 7 were notified from the out- 
break in Suffolk, where 12 and 21 cases were notified in the 
preceding two weeks. The largest rise in the incidence of 
dysentery was in Kent, where the cases notified rose from 4 to 
19 (Tenterden R.D. 15). The other large returns of dysentery 
were Lancashire 20 (Liverpool C.B. 7); London 17 (Lewisham 
11); Glamorganshire 13 (Pontypridd U.D. 11); Surrey 12 
(Woking U.D. 8); and Yorkshire West Riding 11. 

Notifications of acute poliomyelitis fell by 7. Multiple cases 
of poliomyelitis were notified in Gloucestershire, Bristo! C.B. 3 ; 
Warwickshire, Birmingham C.B. 3 ; London, Kensington 2 and 
Lambeth 2 ; Cornwall, Penzance M.B. 2 and St. Germans R.D. 
2; Middlesex, Ealing M.B. 2 and Heston and Isleworth M.B. 2 ; 
and Essex, East Ham C.B. 2. 

In Scotland there was a rise in the notifications of most infec- 
tious diseases, including measles 1,181, acute primary pneu- 
monia 45, whooping-cough 44, and diphtheria 37. Measles has 
reached epidemic propertions in Glasgow, where 1,206 cases 
were notified to the Public Health Department. Notifications 
of diphtheria increased throughout the country ; the largest rise 
was 17 in Glasgow. 

In Eire an increase was recorded in the incidence of measles 
57 and diphtheria 9, while a decrease was reported for scarlet 
fever 21 and diarrhoea and enteritis 13. The largest returns 
for measles were Dublin C.B. 112; Dublin, Dun Laoghaire 
U.D. 27; Wicklow, Rathdrum R.D. 15. 

In Northern Ireland the notifications of scarlet fever increased 
by 11 while cases of measles fell by 12. The rise in the inci- 
dence of scarlet fever was mainly due to the experience of 
Belfast C.B. 


Quarterly Returns for Northern Ireland 


The birth rate during the September quarter was 22.4 per 
1,000 and was 0.7 below the average for the third quarters of 
the five years 1942-6. The infant mortality was 42 per 1,000 
registered births and was 17 below the five years’ average for 
the third quarters. Maternal mortality was 1.6 per 1,000 births, 
being 1.3 below the average for the corresponding quarters 
of the five preceding years. The general death rate was 9.8 
per 1,000, the same as the rate for the September quarter of 
1946 but 0.8 below the five years’ average. Deaths under two 
years attributed to diarrhoea and enteritis numbered 67. Deaths 
from pulmonary tuberculosis were 169 and there were 48 from 
other forms of tuberculosis ; these were 24 and 12. respectively, 
below the five years’ average. 


Week Ending January 17 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,754, whooping-cough 
2,343, diphtheria 203, measles 3,304, acute pneumonia 787, 
cerebrospinal fever 47, acute poliomyelitis 47, dysentery 96, 
paratyphoid 4, and typhoid 2. 
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Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Posture in Diphtheria 


Q.—During the past three years I have seen some fifty 
children suffering from diphtheria in Malta, both in hospital 
and in their homes. I have been struck by the position 
commonly assumed by these patients—chest down with knees 
flexed, both hips unequally flexed and abducted, elbows flexed. 
and shoulders abducted to above 90 degrees. The face looks 
to the side but the patient keeps turning his head restlessly 
from side to side. He creeps to the corner of the bed nearest 
to the door or window, to which his head is directed. Has 

, this posture been noted in the cooler climate of Britain, and, 
if so, is it considered to be of any therapeutic value? 


A.—The stage of the disease at which this position was 
observed is not mentioned, nor whether the patients were 
suffering from a hypertoxic form of diphtheria. The posi- 
tion described is one of general weakness and lethargy pro- 
duced, in this disease, by toxaemia or circulatory failure. It 
would be assumed (a) by a patient in the early acute stage 
suffering from severe toxaemia which had been only partially 
neutralized by antitoxin, and (4) by a patient in the late second 
or third week suffering from circulatory failure or cardiac 
weakness. It should be remembered that diphtheria toxin 
always has a depressant effect. Hot weather would be a pre- 
disposing factor. The position has no particular therapeutic 
value, except that it is the position of ease, but it should be 
varied frequently by the nurse in order to avoid injury to the 
skin over pressure points. 


Radon Ointment 


Q.—AHow is radon ointment prepared, and in what type of © 


case is it used ? 


A.—Radon is soluble in petrolatum, and radon ointment is 
prepared by permitting radon to dissolve in petrolatum made 
liquid by warming at 60° C. The steps in its preparation are 
in principle as follows, although the technical details are some- 
what complicated: (1) Sterile petrolatum is introduced into a 
tooth-paste tube and the folding end sealed off. (2) A capillary 
tube containing somewhat more than the desired amount of 
radon is broken under such conditions that the molten petro- 
latum can absorb the radon. The conditions vary according 
to the apparatus used, but the proportion of the radon absorbed 
can be read off from a graph plotting absorption against time 
for the apparatus used. About 70% is absorbed in three- 
quarters to one hour. (3) The stopper is then screwed on to 
the tooth-paste tube, after the latter has been unscrewed from 
the capillary, and the screw joint sealed with rubber solution. 
The radon ointment is then ready for dispatch. The concentra- 
tion ranges from 0.1 to 0.5 mc. per ml. 

The use of radon ointment for treating radiation necrosis 
was described by Uhlmann (Radiology, 1942, 38, 445). The 
principle is to apply the radon ointment to the area to be 
treated and prevent the radon from diffusing into the air by 
applying an airtight covering. Uhlmann used rubber or oil- 
cloth sealed at the edges with plaster strapping for eight hours. 
The writer uses cellophane sealed with collodion, and leaves 
the ointment in place fortwo days. The application is repeated 
weekly up to ten or twelve times if necessary. In the intervals 
suitable bland or specific antiseptic dressings are used. The 
depth of radiofibrosis under the necrotic ulcer, which will 
depend on the technique of radiation used, determines the 
persistence needed in treatment to effect healing of the ulcer. 
The sloughing floor of the ulcer is gradually removed by the 
action of the radon ointment until granulation tissue appears, 
followed by epithelization. 

It seems likely that the radon diffuses into the slough, which is 
as a consequence subjected to an intense alpha radiation, which 
acts as a cauterizing agent. The radon will diffuse through 


the sloughing and fibrotic tissue to tissue with a blood supply 
In tissue with a blood supply, however, the radon will be carried 
away from the region by the blood stream and exhaled jn the 
breath. Thus the radon ointment will cauterize only the tisgue 
with a blood supply which is too ‘poor to carry away the radon 
gas. In this way it seems likely that the radon acts as a 
microcautery affecting only the ischaemic tissue and leay; 

practically undamaged the normal tissue which it reaches, 


Syringomyelia 


Q.—I have a case of syringomyelia in a man of 47, whose 
chief complaint is pain and rigidity in his thighs and inability 
to extend the knees. He has had two courses of x-ray therapy : 
the first led to improvement in the movement of his arms, by 
the second, applied lower down, has not much improved the 
legs. He has had physiotherapy to his legs; he has also taken 
pethidine, and latterly tablets containing belladonna alkaloids, 
These drugs have given only temporary relief. Is there any. 
thing else I could try? 

A.—No medical remedy is known which can relieve the 
symptoms of syringomyelia. It is possible, of course, that 
some of the troubles in the lower limbs may be due to spinal 
compression, the result of an unusually large intramedullary 


cavity. Should neurological testing confirm this suggestion, 
surgical treatment—that is, myelotomy—might lead to 
improvement. 


Smoking and Peptic Ulcer 


Q.—A lecturer in the United States is reported to have said 
that any patient with gastric or duodenal ulcer should be 
instructed: “You must not smoke for the rest of your life.” 
Are such unequivocal statements, usual in Britain, and, if not, 
why not ? 

A.—Clinical evidence points clearly to an aggravation of the 
pain of peptic ulcer by smoking. Furthermore, this is pro- 
nounced when the stomach is empty and absent when it is 
full. It seems probable that smoking is a factor leading to 
heightening of the morbid process by nicotine ; no experiments 
have, so far as the writer knows, been carried out with the 
many other irritants of tobacco smoke in relation to peptic 
ulcer. The physician who is impressed by symptomatology will 
forbid smoking either entirely or, if he knows the patient to be 
strong-willed, will limit it to the half-hour following a meal. 
A lecturer who thinks that animal experiments form the road 
to truth will permit his ulcer patients to smoke and thus encour- 
age relapse. See also a more general answer on the effects of 
tobacco (1947, 1, 166). 


Muscular Relaxation during Anaesthesia 


Q.—What is the physiological reason for muscular relaxa- 
tion during surgical anaesthesia ? 


A.—By “muscular relaxation during surgical anaesthesia” 
is meant a state in which the muscles are both toneless and 
quiescent, with no reflex response to strong stimuli from the 
operation area. In the case of abdominal operations, these 
stimuli include the cutting of the skin, retraction of the muscles, 
and handling of the peritoneum and viscera. In addition the 
anaesthetic may give rise to stimuli affecting the larynx. This 
inactivity of the muscular reflexes is produced by the effect of 
the general anaesthetic.on various parts of the brain, chiefly 
the cerebral cortex and the nuclei of the cranial nerves, and 
on the spinal cord. In the case of certain anaesthetics—notably 
ether—the muscle fibres themselves are affected, their elasticity 
and irritability being reduced or obtunded. At any time during 
anaesthesia, anoxia, if present, will increase the depression of 
the brain and cord and further heighten the effect of the general 


anaesthetic. 
“ Prostigmin ” in Rheumatoid Arthritis 


Q.—I have read glowing accounts in the lay press on the 
effect of prostigmin in rheumatoid arthritis. Is a trial justified ? 
Are there any contraindications? What dosage is advised ? 


A.—Prostigmin has been advocated in the treatment of rheu-~ 
matoid arthritis because it relaxes muscle spasm and thus 
prevents painful contractures, or relieves them and so helps 
to correct malposition, which permits of better positions for 
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fase 
the application of splints. This effect is most probably due to 
its action on the neuromuscular junction. Overdosage may 
give rise to dizziness, fibrillation of the facial muscles, saliva- 
tion, intestinal cramps, or bradycardia, and to lessen these 
effects it is usual at the same time to give atropine, which also 
tends of itself to relieve spasm and may be responsible for 


- some of the effect. In the hands of the writer it has proved 


disappointing. and thus far evidence of any favourable effect 
on the progress of the disease itself is lacking, but this need not 
deter a trial in suitable cases. Subcutaneous administration is 
the most effective, but the drug is usually given orally in 
rheumatoid arthritis. Tablets containing 15 mg. of prostigmin 
bromide and also ampoules are marketed, and with each dose a 
tablet of atropine sulphate should be given or an equivalent 
amount of tincture of belladonna. A daily dose of prostigmin 
is generally enough, but it may be prescribed two or three times 
a day for short periods, or an initial dose may be given sub- 
cutaneously followed by oral administration. 


Repair of Cleft Lip 


Q.—A child aged 6 had a right-sided cleft-lip repaired when 
she was 6 months old. The palate was not involved; the 
alveolus only to the extent that the second right incisor has 
erupted sideways. The scar is now outgrown by the surround- 
ing tissues and distortion is taking place. What is the optimum 
age at which further plastic procedures should be undertaken? 
Will one operation be enough, or would it be better, from the 
final cosmetic point of view, to have a series of operations at 
intervals until she has reached adult life ? 


A.—Some secondary trimming is nearly always indicated in 
cleft-lip cases. This is best postponed until‘the child is 10 or 
12 years old. A properly designed operation at that age should 
give an excellent permanent result, as a good scar grows with 
its surroundings. If, however, the present deformity is sufficient 
to make the child self-conscious, repair could be undertaken 
at once, with the prospect of a good cosmetic result which would 
not require anything further. 


Thyroidectomy and Urticaria 


Q.—Is there any connexion between thyroidectomy and 
recurrent urticaria? Two months after subtotal thyroid- 
ectomy a patient aged 30 began to develop recurrent attacks 
of urticarial eruptions. Is this an unusual phenomenon or 
not? How are the two related, and what is the best line 
of treatment ? , 

A.—This association has been described previously and is 
not rare. The role of the thyroid gland in urticaria has been 
the subject of speculation and controversy for many years, and 
the exact relationship is still not known. If there is clinical 
evidence of thyroid dysfunction, preferably confirmed by 
estimation of the basal metabolic rate, then appropriate therapy 
is indicated. If the urticaria persists search should be made for 
a focus of infection or a drug or food allergen, while sympto- 
matic relief can be obtained with “ benadryl” or “ anthisan.” 
Other forms of therapy such as calcium, autohaemotherapy, 
vitamin K, etc., may be tried. 


Enuresis 


Q.—{a) Can ephedrine, gr. 1/4 (16 mg.), be continued indefi- 
nitely to control enuresis in a boy of 13? 

(b) What types of nocturnal enuresis should be submitted to 
urethroscopic investigation and treatment, and is the value of 
the procedure generally accepted and likely to be profitable in 
a fair proportion of cases ? 

A.—(a) Yes, ephedrine, gr. 1/4, may be given indefinitely to 
a boy of 13 years, as is often done in asthma. However, it 
would surely be wise to see whether a dummy tablet containing 
lactose would not be equally effective after some time. 

(b) Only those cases of nocturnal enuresis which have failed 
to improve under the usual treatment need be submitted to 
cystoscopy and urethroscopy. It is in the writer’s view excep- 
tional for enuresis to be caused by a urethral or bladder lesion, 
but there are those who think differently and who relate the 
trouble to minor changes in the appearance of the posterior 
urethra. Enuresis is much more likely to yield to psychological 
treatment than to treatment of the posterior urethra. 


~ 


Bad Taste during Pregnancy 
Q.—Is a persistent bad taste in the mouth common during 
pregnancy ? In the cases I have in mind there is no oral sepsis, 
bronchiectasis, or alimentary disease to account for it. Exces- 
sive salivation is also present, but does not appear to affect this 
taste. How can this condition be relieved ? 


A.—A bad taste in the mouth, like various perversions of 
appetite, is not uncommon in pregnancy. Such symptoms, as 
well as excessive salivation, nausea, and vomiting, are reactions 
to the pregnant state, but the mechanism whereby they arise is 
unknown. Achlorhydria appears to be a factor in some cases 
of alimentary upset. Treatment of these cases is empirical. 
and except for nausea and vomiting is mostly unsatisfactory. 
Among the remedies which might be tried in this case are :— 
ac. hydrochlor. dil., or alternatively various alkaline mixtures or 
powders ; astringent mouth washes; a simple diet; attention 
to bowels ; calcium gluconate ; vitamin B complex ; and bella- 
donna or atropine. Following a previous answer to a question 
on ptyalism in pregnancy (1945, 1, 543) one correspondent 
(1945, 2, 414) suggested treatment with 20 drops of 25% benzyl 
benzoate in 90% alcohol taken in water every two hours for 
three doses, and then four-hourly, while another (1945, 2, 108) 
had found thin slices of lemon held in the cheek successful in 
some cases. 

Persistent Hiccup 


Q.—What treatment is suggested for persistent hiccup ? 


A.—Persistent hiccup is often most resistant to treatment and 
when of long duration a neurological or general cause should 
be suspected. In some instances the disturbance is psychogenic 
and it often ceases while the patient eats. Inhalations of 5% 
carbon dioxide are often effective and many patients have 
obtained relief by rebreathing the contents ‘of a paper bag. 
Atropine in large doses arrests the condition in others. Traction 
on the tongue, pressure on the eyeballs, mechanical dilatation 
of the oesophagus, and firm pressure on the ribs at the level 
of the diaphragmatic attachments have all been successful. 
Some experienced practitioners are firm believers in the efficacy 


of pineapple juice. 


Taking Blood for a Wassermann Test 


Q.—In taking blood for Wassermann tests, is it adéquate to 
rinse the dirty needle and syringe through saline and then 
through acetone, and can the same needle be used for the 
next patient? 

A.—It has been shown that repeated washing out with ether 
and/or spirit will not sterilize a syringe, and it is most unlikely 
that acetone would have any better effect. If sterilization by 
heat is impracticable, why use a syringe at all? In most 
patients, when taking blood for a Wassermann test it is enough 
to insert a needle into a distended vein and let the blood run 
into a tube. It should not be too difficult or expensive to 
acquire a sufficient stock of needles (which can be sterilized in 
batches by dry heat) so that a separate one can be used for each 
patient. 

Ethyl Alcohol Levels 


Q.—What is the significance of ethyl alcohol in the urine ? 
Is 0.288 g. per litre an excessive amount ? 


A.—The investigation of alcohol in the urine has been found 
to be less satisfactory than that of alcohol in the blood. The 
observations of Balthazard, Gerant, and others show the con- 
centration in the urine to be higher by a third than that of the 
blood. 0.288 g. per litre is not an excessive amount. It would 
merely indicate that alcohol had been taken and would not 
determine the clinical effect on the individual: The committee 
on tests for intoxication set up by the National Safety Council 
(Chicago, 1939)-has published a report which states: (1) A 
person having a concentration of alcohol lower than 0.5 per 
1,000 in weight in the blood or its equivalent in the Urine, 
saliva, or breath would not be charged with being under the 
influence of alcohol. (2) A person with a blood concentra- 
tion higher than 1.5 per 1,000 would be considered as being 
under the influence of alcohol. (3) A- person having a concen- 
tration between 0.5 and 1.5 per 1,000 would be proceeded 
against only when the circumstances and medical examination 
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gave a definite confirmation that he was under the influence of 
alcohol. A complete review of the problem of alcoholic 
intoxication by Louis Truffert may be found in the Annales de 
Médecin Légale, October, 1941. 


Myxoedema 


Q.—What is the explanation in a case of myxoedema, con- 
trolled by gr. 3 thyroid extract daily, of the fact that any 
diminution of this dose is followed by headaches. Is any other 
treatment indicated? In such cases can anything be done to 
stop the hair falling out? 


A.—The writer of this reply can only speculate om the first 
part of the question. Headaches are associated with over- 
activity of the pituitary gland, such as that following surgical 
excision of the ovaries, or physiological castration such as 
occurs at the climacteric, and abolition of the excess of pituitary 
gonadotrophic hormone by oestrogens causes cessation of the 
headaches. It is possible that the withdrawal of thyroid in 
myxoedema causes excessive secretion of thyrotrophic hormone 
and overactivity of the pituitary, which may or may not be 
associated with excess of follicle-stimulating hormone; the 
latter has been recorded after experimental thyroidectomy. 
Thyroid gr. 3 (0.2 g.) might be the correct dose in this case, 
and this could be ascertained by basal metabolism and chole- 
sterol estimations. If less than this dose results in hair falling 
out, additional thyroid is the logical treatment, and oestrogens 
locally or generally might be an adjuvant. 


NOTES AND COMMENTS 


Fitness for Work in Compressed Air.—Mr. Rosert MILNE 
(London, W.1) writes: In “‘ Any Questions?” (Jan. 10, p. 85) there 
is a reference to fitness for work in compressed air. Whilst in 
agreement with the advisability of a complete medical examination, 
there are two points which I would like to emphasize. The hazards 
of work depend on the rapidity of decompression, and the pressure 
under which the workmen have been employed comes into the picture 
only because the higher the pressure the longer will decompression 
take. The other point is that these workmen are agreed that some 
men are more susceptible to “ bends,” etc., than are others, and this 
lay view is borne out by tests in the experimental chamber of Air 
Force candidates in this country and in America. Without assuming 
that decompression from two or three atmospheres is exactly the 
same as decompression from ascending in an aeroplane, there does 
seem to be a definite susceptibility in some people. If a man, there- 
fore, were destined for work in compressed air one would suggest 
that, in addition to the ordinary thorough medical examination, tests 
be carried out in an experimental chamber. It would seem that in 
this way men who were unduly susceptible could be weeded out. 


Constipation in an Infant.—Dr. JoaN MALLESON (London, N.W.1) 
writes: I am in agreement with Dr. Ann Mower White in criticizing 
(Jan. 3, p. 34) the advice given (Nov. 29, 1947, p. 896) to treat a 
constipated baby by mechanical measures. The insertion of soap 
sticks can cause intense pain, and an infant so treated tends to 
protect himself by screaming and throwing himself into opisthotonus. 
This “‘ conditioning” to expect pain may have the gravest conse- 
quences in later life, and appears to be the basis of many sexual 
neuroses, including severe psychogenic vaginismus. Details of a 
number of cases are given in an article I wrote which appeared in 
the Journal of Aug. 22, 1942 (p. 213). Ina series of 150 cases of 
vaginismus well over 35% gave, on questioning the patients’ mother, 
some history of painful manipulation of the rectum (either for thread- 
worms or constipation) or more rarely of the urethral or genital areas. 
The younger the infant at the time of the trauma the more indelible 
the effect appears to be. It is now understood that in infancy any part 
of the cloacal mucosa is intensely sensitive to pleasure and pain, so 
that all manipulations should obviously be reduced to a minimum. 
Case histories are on record where the frequent giving of rectal sup- 
positories, or the taking of rectal temperatures, have conditioned 
male children to becoming passive homosexuals. It would seem, 
therefore, quite unjustifiable to risk disturbing an infant in these 
ways, and this old-fashioned nursery practice should surely be 
condemned. 


Intractable Tinnitus.—Dr. J. FREEMAN (London, W.) writes: With 
reference to the question and answer on intractable tinnitus (Jan. 3, 
p. 34) the probability of Costen’s syndrome as the cause may have 
been overlooked. This is the train of symptoms associated with the 
dysfunction of the temporo-mandibular joint resulting from a loss 
of molar support or disturbance of occlusal balance, bringing about 


ree 
a relaxation of the soft tissues in which the Eustachian tybe 
invested. Further, the head of the condyle intruding into 
glenoid fossa involves the tympanic structures. The relaxation of. 
soft tissues (tensor palatine muscle and upper head of the 
pterygoid muscles) causes occlusion of the tube, with the : 
symptoms of tinnitus. Other symptoms, not all concurrent are 
trismus, glossodynia (burning tongue), and neuralgia. Severaj coaeal | 
have been published recently in the American Dental Journal and 
complete cures effected by construction of dentures to restore molar 
support—i.e., full vertical dimensions or opening of “ closed bite” 
For patients who have their teeth occlusal splints are indicated. — 


Dr. C. J. Scotr (London, E.) writes: With regard to the 
to the sufferer from intractable tinnitus (Jan. 3, p, 34), he 
obtain some relief from the following treatment, which I hay 
been using at my clinic on similar cases. The level of the tinnj 
is estimated on the “ puritone” audiometer, and the affected ear 
is subjected to this tone at an 80-decibel level for 10 minutes twice 
a week. After the first few treatments the tinnitus is usually relieyeg 
for a few hours, and in six to eight weeks it generally disappears 
I have carried out this treatment in only a few cases, but it has 
been more successful than treatment by sedation. The object is tg 
exhaust the cochlear level of irritation. 


Enuresis in Young Adults.—Dr. J. K. PAaMmewer (Utrecht, 
Holland) writes: After reading the question and answer about 
enuresis in young adults (Dec. 20, 1947, p. 1016) I want to 
the following to your knowledge, as I do not agree with the hopeless. 
ness of these cases. My future father-in-law, Colonel C. van 
surgeon at the Military Hospital at The Hague, successfully treated 
a number of ten patients during the last five years with epidural 
injections of 5 to 10 ml. (depending on the age) of 1% “ novocain.” 
The longest period of control is 3 years; this patient is now 20 years 
old. Never have more than 3 injections been given; in every case 
improvement was found after the first injection; enuresis never 
came back after the last one. Of course neurological and urological 
examination should be negative and the injections must be given 
by a surgeon. The patients concerned were met by Dr. van Luijt 
in his private practice, 10-20 years of age, and consulted him for 
appendicitis, hernia, etc. The enuresis was an accessory complaint 
and had been treated before by other specialists without success, 
This treatment is not generally known in Holland, and I could not 
find out about the physiological or pharmacological explanation in 
the medical literature. I should be obliged to hear your judgment. 


British Diaries.—Prof. WiLLIAM MATTHEWS (c/o 21, Palace View, 
Shirley, Croydon, Surrey) writes: I am compiling an annotated 
bibliography of British diaries. The work on printed and manuscript 
diaries in British and American libraries is complete; but some 
English scholars have suggested that I should add privately owned 
diaries. May I appeal to your readers, therefore, to send me the 
following details of any privately owned diary which seems to have 
scholarly or general interest: (1) the diarist’s full name, dates, abode, 
and occupation: (2) the beginning and the end dates of the 
diary, and two or three lines characterizing its chief contents and 
interest ; (3) its page length; (4) the name and address of the owner? 


Books for Democratic Germany.—A number of German scientists, 
scholars, and artists have formed the Cultural League for Democratic 
Regeneration. It is a non-party organization and in great —s 
support from the democratic world outside Germany. The 
dorf branch of the Cultural League wishes to set up a research library 
to enable Germans to learn of the progress of science and art in all 
countries. Gifts of money, books, and music of a scholarly nature 
would be deeply appreciated. Mrs. Naomi Mitchison, Dame Sybil 
Thorndike, Mr. R. Vaughan Williams, and Prof. C. L. Wrenn appeal 
for them to be sent to the British Council for German Democracy, 
c/o Notable Press Limited, Bishop’s Bridge Road, London, W.2, 
labelled Dusseldorf Research Library. 
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